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ADULT MENTAL HEALTH ESSAY
“The therapeutic skills needed to engage a client are the same no matter which 
therapeutic model the clinician works within”. Discuss with reference to CBT and 
psychodynamic approaches to working with clients who present with problems
related to childhood sexual abuse.
December 2005
Year 1
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Introduction
There is extensive debate in the literature about what factors are important for a 
successful therapeutic outcome. Although no firm conclusions have been reached, there 
appears to be agreement over the importance of a therapeutic alliance. The role this 
alliance plays in successful therapy varies, depending on theoretical orientation. Lemma 
(2003) questions whether it is the therapeutic relationship that is important when 
predicting successful therapeutic outcome or if it is merely the process of engaging with 
an emotionally responsive therapist. There is no universal definition of ‘engaging the 
client’. My perception of this is the process by which clients connect with therapy to the 
point where they are prepared to continue with and maintain the therapeutic relationship.
Understanding the skills required to form a successful therapeutic relationship may be 
especially important when working with clients who have complex needs, for example, 
those with a history of childhood sexual abuse (CSA). There are particular issues 
associated with this client group relating to the disclosure of abuse and the reaction of the 
therapist to this disclosure. There are numerous consequences of sexual abuse on a 
child’s development and social and emotional well being. Clients tend not to present CSA 
as the principal issue of concern rather, any number of anxiety or mood disorders, so the 
therapeutic relationship is crucial in helping clients feel able to discuss the underlying 
issues.
I am writing this essay in the first person with the aim of reflecting my understanding of 
the chosen topic. This essay title seems most applicable because I perceive that the 
related reading would be of most use to me at this stage of my training. My previous
Volume 1 - Academic Dossier AMH Essay
experience is predominantly research based and, having just started my first placement, I 
believe that it is important for me to consolidate my knowledge of therapeutic skills. I 
believe it will help me identify how I engage with my clients and build that therapeutic 
relationship. It also seemed fitting to expand my knowledge of two of the major 
approaches that I will be learning during this training: CBT and psychodynamic. Having 
never previously written a reflective essay I am approaching this with some trepidation 
and using the first person makes me feel exposed in a way that I had not anticipated.
Initially, I will outline the cognitive behavioural and psychodynamic approaches before 
discussing therapeutic skills relevant to engaging clients, with particular reference to 
those presenting with CSA.
The Cognitive Behavioural Approach
Cognitive behavioural therapy (CBT) is a model that helps clients solve current problems 
and develop strategies to enable them to solve similar problems in the future. CBT has 
become an umbrella term for a number of derivations of Beck’s cognitive therapy (Beck 
et al, 1979) based on the psychological models of human emotion and behaviour. 
Throughout this essay, unless otherwise stated, when I refer to CBT I am referring to this 
original conceptualisation of cognitive therapy. Beck et al (1979) is the only CBT text I 
could find that referred to therapeutic skills in any detail. When researching this essay 
there appears to be a dearth of literature on therapeutic skills with reference to CBT. Most 
authors mention the importance of the therapeutic alliance for successful therapy but do 
not go into detail about how to establish that alliance (e.g Beck, 1995; Greenberger & 
Padesky, 1995). Generally CBT seems to place more emphasis on specific techniques e.g.
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challenging negative thoughts, rather than therapeutic skills. It is assumed that these skills 
will be present.
The model was originally developed to explain the presentation and effective treatment of 
depression. It stipulated that early experiences influence the development of core beliefs 
that in turn lead to a set of assumptions that govern how an individual acts. These beliefs 
can be activated after a critical incident, which results in negative automatic thoughts 
(NATs) about the self, world and the future. These NATs lead to behavioural, 
motivational, affective, cognitive and somatic symptoms. Cognitive therapy aims to 
challenge the cycle at the point of the NAT (Beck, 1995). Beck did not make the 
distinction between core beliefs and assumptions.
Cognitive therapy has a number of guiding principles, one of which is the establishment 
of a sound therapeutic alliance between the client and therapist in order for CBT to be 
effective. Although necessary, it is not sufficient for successful therapy. Unlike other 
psychotherapies CBT does not advocate that the therapeutic relationship is the main agent 
of change. More importance is placed on collaborative problem solving between the 
therapist and the client. Engaging the client is a crucial step in successful outcome for 
CBT. without which the therapist and client would be unable to work collaboratively to 
solve the client’s current difficulties, involving the client as an active participant. The 
therapist and client jointly setting an agenda for each session plays an important role in 
this and thus it could be argued that the ability to set an agenda is a a therapeutic skill. In 
psychodynamic psychotherapy initial engagement is less important as the therapy unfolds 
over a period of time. As CBT is time limited, it is important to actively engage the client 
early on in therapy. However, Beck et al (1979) warned new therapists embarking on
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cognitive therapy not to become absorbed in the technique, to the detriment of the 
therapeutic relationship.
The basis for CBT is to help the client master the necessary skills in order to cope in the 
future. The nature of the therapist’s role is more as a guide and, therefore, would suggest 
that the nature of the therapeutic relationship, and thus the appropriate therapeutic skills 
needed to engage a client, are less important. In more traditional behaviour therapies the 
relationship came from helping clients achieve their goals, rather than the relationship 
helping the goals to be achieved (Horvath, 2000). Did the result come first and therefore 
a good relationship developed, or did the therapeutic relationship help gain the good 
results?
The Psychodynamic Approach
Psychodynamic psychotherapy stems from Freudian psychoanalysis (Horvath, 2000). The 
terms psychodynamic and psychoanalytic are often used interchangeably. It is my 
understanding that psychoanalysis concentrates purely on the past and childhood 
experiences, whereas psychodynamic psychotherapy has evolved and although emphasis 
is still placed on the past it also incorporates the present. Both schools of thought concur 
that early relationships greatly influence how an individual emotionally and 
behaviourally represents their later relationships (Lemma, 2003). In addition, original 
Freudian psychoanalysis emphasised the passive role of the therapist as a blank mirror 
onto which the client would project through techniques such as free association. The 
psychoanalytic therapist aims to be unobtrusive, anonymous, neutral and non-gratifying 
towards the patient (Lemma, 2003). This would suggest that the therapist is not using any
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specific therapeutic skills to engage the client because they do not interact with the client, 
merely allow them to project onto the therapist. In psychodynamic psychotherapy the 
therapist plays a more active role, as a participant in the relationship rather than an 
observer. This ultimately leads to corrective changes in the elient’s personality and shares 
some common features with CBT. Psychodynamic practice advocates that humans are 
driven by unconscious conflicts of our thoughts and feelings that affect our behaviour.
The concepts of transference and countertransference are crucial to the therapeutic 
relationship in psychodynamic psychotherapy. Freud believed that transference was not 
created by the therapeutic alliance but was merely an everyday occurrence that the 
therapeutic engagement highlighted (basic therapy skills handout, no reference provided). 
It happens when the therapist becomes an object of emotional importance to the client. 
Countertransference describes the therapist’s emotional reaction to the client. Freud 
interpreted this as a reflection of a therapist’s unresolved issues and it was viewed as 
interference to therapy. Transference and countertransferenee have since become 
recognised within CBT. They are concepts worthy of note and, I believe, would be very 
applicable to therapy with adult survivors of CSA because of issues surrounding abuse of 
trust in helping relationships, however, I do not think that they are skills specific to 
engaging the client and therefore they will not be discussed further.
Psychoanalysts and those practicing psychodynamic psychotherapy suggest that their 
practice is more about adopting a specific attitude or mode of thinking than learning 
specific skills (Lemma, 2003). The absence of skills related papers in the literature 
reflects this.
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Therapeutic skills
The initial phase of any therapeutic alliance is engaging the client by developing a 
rapport and helping the client reveal, identify and describe their problems. In order to do 
this the therapist can develop several different types of skills. ‘Action skills’ include 
structuring the interaction, giving empathie responses, establishing boundaries, 
encouraging self talk, helpful questioning, confronting appropriately and summarising 
what has been said. ‘Thinking skills’ involve accurately perceiving the problem and 
reflecting it back to the client. ‘Feeling skills’ are monitoring any transference and 
counter transference that takes place within the therapeutic relationship (basic therapy 
skills handout, no reference provided). A key skill common to all psychotherapists is an 
understanding of whichever philosophical and theoretical model of whichever 
psychotherapy they practice.
The therapeutic alliance is originally a psychoanalytic concept developed because the 
therapeutic relationship was deemed the agent of change. Over time, it has been 
recognized by a number of psychotherapeutic models including CBT. There is abundant 
research suggesting that the most influential factor in successful outcome of therapy is 
the quality of the therapeutic alliance (e.g. Howgego et al, 2003). It is my belief that this 
supports the view that therapeutic skills needed to engage the client are the same 
regardless of the theoretical orientation of the therapist.
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Empathy, Warmth and Genuineness
Beck et al (1979) outline a number of therapeutic skills he feels are necessary for 
successful cognitive therapy and are applicable for all psychotherapies regardless of 
orientation. These skills are warmth, accurate empathy, genuineness, trust and rapport. It 
is my opinion that warmth, accurate empathy and genuineness are skills needed to engage 
the client and, in turn, will help develop trust and build rapport. These skills can affect 
the behaviour and attitude of the therapist during treatment, both positively and 
negatively. They also reflect what Rogers (1957) stipulated as the main conditions of any 
therapeutic relationship, regardless of the therapist’s theoretical standpoint. Warmth 
projects caring concern and an interest in the client. It contradicts the oft held view of the 
client that they are an encumbrance. It may also act as an aid to help challenge cognitive 
distortions in a safe environment. A therapist can communicate warmth in their manner, 
tone of voice and the language they use. This may be different when trying to engage the 
client later in the therapeutic process.
Empathy is another therapeutic skill that I believe is essential to engage any client, 
regardless of presenting problem or theoretical framework. Rogers (1957) defined 
empathy as being able “to sense the client’s private world as i f  it were your own, hut 
without ever losing the “as i f ’ quality”. Empathy represents a deep understanding of 
someone else’s world. The nature of the work requires a certain amount of emotional 
investment by the therapist. Rogers (1957) believed that the therapeutic alliance was 
necessary and sufficient for a successful outcome regardless of the therapeutic model. 
The psychodynamic approach supports this, as it views the therapeutic relationship as the 
main agent for change. CBT would advocate that it is necessary but not sufficient.
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Empathy is a crucial part of forming a good therapeutic relationship and can help to 
engage the client by conveying understanding, thus encouraging the client to open up and 
share more of their cognitions and feelings. When a therapist is empathie they are less 
likely to misinterpret unproductive behaviours and become less frustrated with the client 
when it appears progress is not being made. A technique to help engage the client and 
convey empathy is to reflect what the client says back to them in order to assure that the 
therapist has not misinterpreted the client’s words. There is a definite distinction between 
empathy and sympathy and it would be unproductive to confuse the two. The former is a 
feeling of compassion whereas the latter is an intellectual and emotional understanding 
whilst being able to maintain objectivity. There is also a distinction between empathy and 
empathie reflection; different skills, which are both needed to engage a client. Three 
different stages of empathy have been distinguished. The first is empathie rapport, which 
is displayed by the therapist’s acceptance of the client’s feelings and frame of reference. 
The second stage is achieved through an investigation of the client’s history and 
relationships, in order to fully understand their world. The final stage is ‘communication 
attunement’ whereby the therapist helps the client to comprehend their experiences (cited 
in Feller & Rocco Cottone, 2003). These stages of empathy would be particularly 
important in engaging a client with a history of CSA because the proeess would help to 
develop a level of trust that the client may not have experienced before. It is my 
understanding that these stages of empathy occur in both CBT and psychodynamic 
approaches. The latter greatly relies on empathy within the therapeutic relationship whilst 
the former stipulates that empathy facilitates collaboration. There is no clear evidence to 
say that empathy is necessary for a therapeutic relationship (Feller & Rocco Cottone,
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2003), although I find it difficult to comprehend a successful therapeutic relationship 
without some element of empathy. The lack of conclusive evidence may be because 
empathy, as with many therapeutic skills, is a difficult concept to measure.
Genuineness means that the therapist is honest with themselves as well as with their 
client. The therapist must also have the skill of being able to convey this genuineness to 
the client, in order to help the client redress their cognitive distortions. The importance of 
therapeutic skills is not the skills themselves but the client’s perception that these skills 
and qualities exist.
Trust and rapport are not therapeutic skills needed to engage a client. They are by­
products of effective therapeutic skills, such as empathy, and are essential in maintaining 
a successful therapeutic relationship. Rapport both reflects and influences this 
relationship and can be developed through good use of the above mentioned therapeutic 
skills and through other behaviours such as courtesy and respect toward the patient. 
Reflecting the patient’s thoughts and feeling back to them can also aid rapport building 
through demonstrating understanding. I believe that the most important aspect of 
engaging a client who has a history of CSA is developing a trusting relationship in a 
sensitive way by using the therapeutic skills of empathy, genuineness and warmth . It is 
this client group who may have difficulty developing trusting relationships outside of the 
therapeutic setting.
Beck et al (1979) believe CBT and psychodynamic therapy need the same therapeutic 
atmosphere in order to be successful. It could be argued that the therapeutic relationship 
within cognitive and psychodynamic models is equally important but that relationship is 
used in different ways within the two models.
11
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Listening, Understanding and Interpretation
Active listening is an important therapeutic skill needed to engage the client. It not only 
involves hearing what the client is saying but also understanding what the client has said. 
Listening is another therapeutic skill that contributes towards building a trusting 
relationship and developing rapport (Nelson Jones, 1997).
The concept of active listening can be divided into a number of skills (Nelson Jones, 
1997). Accepting the client in a non judgemental way and respecting their thoughts and 
feelings, without necessarily agreeing, is a key component to active listening. In order to 
demonstrate active listening and empathy therapists can respond to clients with an 
acknowledgement of their internal views. This response blurs the distinction between ‘T 
and ‘you’. For example, responding to a client’s comment with “I think you are 
depressed” externalises the client’s viewpoint but saying “it sounds like things haven’t 
been going welLfor you and this is making you feel quite low” demonstrates that the 
therapist relates to the client’s internal feelings.
Non-verbal communication is also important in conveying that the therapist is listening 
and in helping to engage the client. In the first session the client will immediately register 
the therapist’s body language. Adopting a confident tone of voice and encouraging the 
client with a relaxed and open body posture, eye contact and appropriate facial 
expressions will make the client more likely to open up and help develop trust (Nelson 
Jones, 1997).
Psychodynamic approaches discuss active listening in terms of analytic listening. A key 
component of this is that it is impossible for a psychotherapist to listen with an analytic
12
Volume 1 - Academic Dossier AMH Essay
ear without involving some aspect of themselves. Freud emphasised the importance of 
not confusing the client’s communication with pre-existing knowledge of theories 
(Lemma, 2003). I would argue that is a contradiction. If it is inevitable that, as a therapist, 
you are involving personal characteristics then, by that very nature, it is impossible not to 
involve your existing theoretical knowledge. The expertise on how to form and maintain 
a therapeutic relationship, gained by the therapist during training, will inevitably be 
displayed.
Lemma (2003) divides analytic listening into two aspects: paternal and maternal 
listening. The former is more active and focuses more on interpretation, whilst the latter 
is more about containing the patient in a safe environment. One feature of analytic 
listening is taking nothing for granted and incorporating unconscious messages and 
silence.
Adler and Bachant (cited in Lemma, 2003) advocate that analytic listening is a “highly 
sophisticated skill that encourages us to be attuned to, and monitor multiple levels o f  
discourse What the client actually says is only a small part of a much more complex 
communication. Although interpretive skills are used to engage a client it is also 
important to acknowledge what the patient has said so that they feel heard. It is my 
opinion that paying too much attention to the latent content of the communication at the 
expense of what has been said cannot be productive to the therapeutic relationship.
When engaging a new client, paraphrasing and reflecting the client’s feelings back to 
them can also be very useful. During my first assessment on placement, I noticed how 
effective this was when my client enthusiastically agreed and then went on to expand on 
this concern. It is another skill that demonstrates active listening and an understanding of
13
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what the client has said. Reflecting feelings initially can encourage the client to open up 
in later sessions and involves interpreting both verbal and non-verbal messages.
When trying to engage a client, ilt is important to understand the context of their 
problems in terms of culture, raee, and social class, family of origin, work, health, 
gender, age, religion, support networks and social groups. Each client has their own 
individual background and this will influence how they present and their attitude towards 
therapy. It is beyond the scope of this essay to delve into each of these diverse aspects in 
turn, however, that should not diminish the importance of taking each of these aspects 
into account when faced with engaging a new client. Sensitivity to reactions, feelings, 
personal differences, power differentials, distress, difficulties clients may have in 
expressing themselves and negative feelings about seeking help are also factors that it 
may be useful to acknowledge when trying to engage a client. Asking open ended 
questions to allow the client to expand on previously made points and asking questions to 
clarify something that appears unclear (Nelson Jones, 1997) are therapeutic skills that can 
be used both to engage the client and maintain a productive therapeutic relationship.
Interpretation is another skill needed to engage the client and although the skill exists in 
both CBT and psychodynamic approaches, it manifests in very different ways. In CBT, 
the therapist interprets the client’s negative automatic thoughts with the aim of altering 
the maladaptive cognitions. The psychodynamic psychotherapist will strive to understand 
the unconscious meaning from an affective rather than cognitive perspective. Some 
people may be more suited to a psychodynamic approach and may want to explore their 
past experiences and come to terms with any unresolved issues. Others will not want to 
delve into their history and will want to merely address their presenting problems, e.g.
14
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depression or anxiety therefore may lean more towards a CBT approach. Goldfried and 
Weinberger (cited in Lemma, 2003) found that the more experienced the therapist, the 
fewer differences between orientations were observed in practice.
The skill of interpreting what the client is saying differs in CBT and psychodynamie 
psychotherapy. CBT interprets patients’ negative cognitions in a problem focused way by 
bringing cognitions and beliefs into the current focus of attention. A psychodynamie 
psychotherapist would interpret negative cognitions as unconscious meanings of the 
client’s conscious associations (BACAP, 2005).
All these therapeutic skills help to build trust and rapport and are particularly important 
when trying to engage a client who may have a very complex background and very 
specific needs, for example, a history of CSA, especially when clients do not present with 
CSA as the main problem. Due to the associated stigma, disclosure of CSA is a 
significant step and the therapist becomes a representation to the client of how others will 
respond to this information. Therefore, if therapy is to be maintained, skills such as 
empathy and non judgemental understanding become crucial for engaging the client.
Childhood Sexual Abuse
Currently there is no agreed definition of what constitutes childhood sexual abuse (CSA). 
One commonly used definition is “the involvement o f  dependent, developmentally 
immature children and adolescents in sexual activities that they do not fully comprehend, 
and to which they are unable to give informed consent, and that violate the social taboos 
o f family roles” (cited in Macdonald et al, 1999). Sexual abuse can obviously extend 
beyond the bounds of family, and can be both physical and non-physical. Factors that
15
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seem to influence the severity of the effects of abuse on children include the age of the 
child at the time of the abuse, frequency, duration and severity, together with the 
relationship of the child to the perpetrator (cited in Macdonald et al, 1999). There is 
variation in prevalence of CSA because it is often under-reported and the lack of an 
agreed definition makes comparisons difficult. In 2000 Crawson et al (cited in Creighton,
2004) reported a prevalence of 21% female and ll% male (n=2869 random probability 
sample of young adults aged 18-24; 69% response rate).
Although not applicable to every individual, there is a correlation between childhood 
trauma and later adult psychological problems. Presenting problems include depression, 
anxiety, phobias, low self esteem, self harming behaviour, sexual dysfunction and 
relationship and parenting difficulties, post traumatic stress, academic difficulties, 
substance abuse, personality and dissociative disorders (Ross & 0 ’Carroll, 2004) rather 
than the CSA. The literature does not provide a framework in which to understand how 
sexual abuse can lead to such a wide variety of symptomology (Ross & O’Carroll, 2004).
There are differences between the presentation of women with a history of childhood 
sexual abuse and men with a similar history. Bruckner and Johnson (cited in Winder, 
1996) found that women were more likely to internalise their emotions whereas men 
were more outwardly aggressive. Knowledge of these differences should be incorporated 
into treatment for this very individual client group who react in many different ways. The 
diversity of presenting problems makes it difficult for me to discuss this group in generic 
terms with reference to CBT and psychodynamie approaches and I do not have sufficient 
space in this essay to explore each presenting problem in detail.
16
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Many children do not disclose such abuse until adulthood. The most significant factor in 
terms of later coping abilities seems to be the developmental stage of the child at the time 
of the abuse (Ross & O’Carroll, 2004). Cahill et al (cited in Ross & O’Carroll, 2004) 
emphasised the importance of the therapeutic relationship when working with this client 
group, regardless of the theoretical framework. Importance was placed on non 
judgemental attitude, empathie understanding and providing support. Despite having had 
no clinical contact with this client group, I believe this is particularly important because if 
this group’s attitudes towards relationships is moulded by previous abusive relationships, 
it would be extremely difficult for them to trust anyone, especially someone in a 
perceived position of authority. Much work would need to be put into building a rapport 
with the client in order to develop that level of trust. Sanderson (1995) reports how adult 
survivors of childhood sexual abuse feel abnormal for two reasons; the fact that they were 
abused in the first instance and their reaction to it at the time and in later life. An 
important skill needed to engage the client in these circumstances is validation and 
normalisation of the client’s feelings. I believe this is a skill that is represented in both 
CBT and psychodynamie approaches and is important in helping the client feel that it was 
not their fault and that their reactions are normal for someone who has experienced this 
type of trauma. Validation of the client’s feelings and beliefs will help to attribute 
responsibility to the abuser rather than the victim.
Middle and Kennerley (2001) found that for women who had a history of childhood 
sexual abuse the interpersonal qualities of, and their relationship with, the therapist was 
more important than those who did not have the history of childhood sexual abuse. The 
latter group placed greater emphasis on therapeutic techniques and their perceived
17
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progress. They suggest that a client’s preconceived ideas about therapy are important 
during the early stages of forming a relationship. Factors that were exclusively mentioned 
as important to the group with an abuse history were the commitment of the therapist, 
being believed and the therapist not showing negative reactions (Middle and Kennerley, 
2001).
In addition to validating and normalising the client’s feelings, as a therapist it is 
important to show that you believe the client. I consider this particularly crucial with this 
group, as they are more likely to have had past experiences of not being believed, 
possibly because they were children. This is part of being able to offer unconditional 
positive regard. Sanderson (1995) encourages therapists not to try and establish fact but 
to work on the truth the client believes happened.
One way of engaging and working with adults who have been sexually abused as children 
is to work with the “inner child”. This draws on psychodynamie theory, whereby we all 
have an inner child and we need to listen to its needs and desires. In survivors of abuse 
this inner child can split with the adult self and influence adult behaviour. The 
psyehodynamic therapist will help the client identify the needs of, and then encourage the 
client to communicate with, their inner child. By communicating with their inner child 
the client will be able to integrate distressing childhood memories, emotions and 
cognitions into their adult self to develop adaptive behaviours and coping strategies 
(Lemma, 2003).
Regardless of the theoretical approach, the therapist will need to address emotional, 
cognitive and behavioural aspects of the impact of CSA. Each of these elements 
contributes to longer term behavioural and psychological effects of the trauma associated
18
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with CSA. I think, to address one at the expense of the others would not lead to an 
inclusive complete intervention, although depending on the individual they may only be 
able to cope with limited intervention at that time. Psychodynamie approaches focus on 
resolving emotional aspects whereas CBT would concentrate more on cognitive 
distortions, for example if a client presented with depression, and developing adaptive 
behaviours and coping strategies for the future. There is evidence to suggest that once a 
survivor has resolved the trauma of the sexual abuse and the affect that goes with it, their 
presenting symptoms will dissipate (Sanderson 1995).
Conclusion
When carrying out literature searches for this essay I struggled to find recent publications 
that focused on the therapeutic skills or the therapeutic relationship for either model. The 
recent research concentrates upon outcomes of therapy rather than the skills required in 
order for therapy to be effective. I found it a challenge to distinguish between therapeutic 
skills needed to engage the client and those needed to maintain a therapeutic relationship. 
In addition, the boundaries seem blurred between therapeutic skills and the qualities of a 
good therapeutic relationship. It is my understanding that there is considerable overlap in 
these areas.
Even in earlier research on therapeutic skills there was little reference to particular 
models. I think this demonstrates that there are core therapeutic skills important in 
forming a successful therapeutic alliance, for example empathy or active listening, but 
these can be applied in varying measures to any theoretical framework, whether CBT, 
psychodynamie psychotherapy or any other form of therapy. I perceive that although
19
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CBT and psychodynamie psychotherapy have come from very different historical origins, 
the therapeutic skills needed for each approach are converging.
I perceive that having the skills to be able to engage this client group are important, 
regardless of theoretical orientation, because of the complex associated emotions such as 
guilt, anger and loss that the client may be experiencing.
Summary
In summary, CBT focuses on the current situation and would predominantly address the 
problem that a client, who has a history of CSA, presents with, such as depression or post 
traumatic stress rather than the childhood history. Psychodynamie approaches would 
concentrate on the past history and unresolved conflicts of the client. Despite the 
differences in theoretical orientation, many of the same skills are necessary to engage the 
client in therapy. These include empathy, genuineness and warmth, active listening, 
understanding and interpretation of the client’s thoughts and feelings. All these skills 
contribute to the development of a trusting alliance and good rapport between the client 
and the therapist. This is of particular importance to a client group who have previously 
been abused by someone in a position of authority.
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formulation to clinical psychology practice”
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Introduction
Formulation is a term that is common in clinical psychology practice but the meaning and 
interpretation differs between theoretical models, with no agreed definition either 
between or within models. Since starting clinical training the ability to formulate has 
been stressed as one of the key tools of a clinical psychologist. As it is an area I feel I 
struggle with at times, I chose this essay title as it will be directly useful for my 
professional development across all my placements. On placement, formulation is skill 
we, as trainees, have to develop, yet supervisors often have difficulty describing exactly 
what it is and how to do it. The reason for this confusion made sense when I realized it 
was a reflection of the literature in this area.
The Division of Clinical Psychology (DCP) defines formulation as,
“ ...the summation and integration of the knowledge that is acquired by this 
assessment process (which may involve a number of different procedures). This will 
draw on psychological theory and data to provide a framework for describing a problem, 
how it developed and is being maintained...” (p3).
Unless otherwise stated, this is the definition I will refer to when discussing the concept 
of formulation, . I selected this definition above others as it seems to summarize the key 
points that are common across models. The DCP stipulate that formulation is one of the 
four core skills of a clinical psychologist (2001). As such, it appears on the surface to be 
central to clinical psychology practice. In this essay I will first outline the history of 
formulation in clinical psychology as I do not believe it is possible to understand the 
advantages and disadvantages of a concept without knowing how it developed. Although,
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for the most part, I will discuss formulation generically, I will start by outlining the 
different ways clinical psychology practice approaches formulation with reference to the 
three main theoretical models; cognitive behavioural theory, systemic theory and 
psychodynamic theory. I will then explore why clinical psychologists formulate and the 
issues that may arise for both clinicians and clients as a result of the formulation process. 
I will conclude by discussing formulation within the context of evidence based practice. I 
am writing in the first person as I perceive it will be useful when discussing illustrative 
examples from my own practice, which will be highlighted in italics.
History of Formulation within Clinical Psychology Practice
Formulation has the reputation of being a skill unique to clinical psychology. However, 
historically the term has also been widely used within psychiatry (Crellin, 1998). Clinical 
psychologists’ ability to formulate contributed to their inclusion in the National Health 
Service (NHS) in a treatment role (Crellin, 1998). As a profession, clinical psychology 
defined itself by its ability to formulate and this is now considered one of the four 
cornerstones of the profession (DCP, 2001). As the nature of clinical psychology practice 
has changed over the last 50 years, from clinical testing to aid diagnosis to a more 
therapeutic role, the question has been raised as to whether formulation is indeed unique 
to clinical psychology. It has been argued that the loose definition of the term formulation 
serves a function in uniting differing factions and contradictory schools of thought within 
clinical psychology (Harper & Moss, 2003).
Since the Boulder model was introduced in 1949, changing the way clinical psychologists 
were trained, there has been a strong emphasis on the scientist practitioner model (Baker
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& Benjamin, 2000). This was a major paradigm shift and included two important 
implications. Firstly, psychological treatments are evaluated and adopted based upon 
empirical evidence and secondly, psychological understanding of clinical problems must 
underpin psychological interventions (Tarrier, 2006). Formulations are a way of creating 
this psychological understanding.
Ways of formulating
There are many different ways to formulate a client’s difficulties. This could be construed 
as a disadvantage for it may suggest a lack of consistency and hence reliability. Different 
models privilege different information. The three predominant models in clinical 
psychology practice (cognitive behavioural, systemic and psychodynamic theories) use 
the concept of formulation in different ways.
Formulation is central to undertake effective cognitive behavioural therapy (CBT) 
(Dudley & Kuyken, 2006). Several main themes are important for a CBT formulation. 
Firstly, CBT draws on cognitive and behavioural theory to inform an understanding of 
clients’ difficulties. It is a way of linking an individual case to theory and it emphasizes 
thoughts, feelings and behaviours in the present. However, cognitive formulations do 
acknowledge the influence of early experience in developing core beliefs that result in 
current thinking. CBT formulation is based on collaborative empiricism to develop a 
successful partnership and as such formulations are also evolving and therefore must 
always be provisional (Bieling & Kuyken, 2003). For this to work, a good therapeutic 
relationship is required. Formulation is a framework for intervention planning with its 
focus on current problems and mutually agreed goals. A CBT formulation is not an
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attempt to understand the whole of a client’s life and tends to be complementary to 
psychiatric diagnoses as most of the evidence base uses diagnostic categories (for 
example, the NICE guidelines; PTSD, 2005, depression, 2004, anxiety, 2004, 
Schizoprenia, 2002)
Systemic formulations share some similar traits with CBT formulations in that 
developing a formulation is a collaborative and dynamic process. Within systemic 
therapy, formulation is not seen as an objective process but rather a way of provoking 
thought within a family, to affect change. The process of developing a formulation, the 
questions asked and the way in which they are asked are all seen as part of the change 
process and influence the relationship with the family. Systemic therapy has murkier 
boundaries between assessment, formulation and intervention than many other therapies. 
(Dallos & Stedman, 2006). Systemic formulation focuses on deconstructing the problem, 
problem maintain patterns, beliefs and explanations, transitions, emotions and 
attachments and contextual factors (Dallos & Draper, 2003).
Psychodynamic theory uses formulations quite differently to other models. There is no 
single psychodynamic theory and, therefore, no single method of constructing a 
psychodynamic formulation (Leiper, 2006). Psychodynamic formulation is typically 
based on psychoanalytic assumptions about personality functioning (Ivey, 2006). It 
assumes that personality is a dynamic system, characterized by inevitable psychological 
conflict between opposing mental forces and by unconscious defenses used to avoid or 
remedy the resulting mental discomfort. (Ivey, 2006). All psychodynamic formulations 
conceptualize in terms of conflicting wishes, needs or motives, anxiety or distress caused 
by these conflicts and unconscious strategies that are used to avoid any awareness of this
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conflict or the resulting mental distress. According to Smith (as cited in Ivey 2006), 
within a psychodynamic framework different schools of thought understand the nature of 
psychological conflict differently. Nonetheless, psychodynamic formulations emphasize 
the role of early experience and focus on repeated maladaptive patterns of behaviour 
occurring in relationships and how these are related to the patient’s internal world and 
unconscious conflicts (Johnstone & Dallos, 2006).
Psychodynamic formulations are not typically shared with the client. The psychodynamic 
approach believes that formulations may become a barrier for empathy by objectifying 
the client. It is believed that sharing formulations hinders the client’s own self exploration 
and discovery. The understanding is developed through the transference and counter­
transference in the therapeutic relationship. Seeking an abstract formulation could be a 
method by which the therapist avoids the anxiety and discomfort that sometimes comes 
with this transference within the relationship (Leiper, 2006).
Traditionally, formulations are proffered after assessment in order to guide treatment. 
However, it is argued, particularly within more psychodynamic approaches, that a ‘true’ 
formulation can only be developed at the end of treatment (Crellin, 1998). It is my 
opinion that an initial formulation is a beneficial tool to guide therapy. However, it is 
important to continuously reformulate, which may result in the most accurate and 
complete formulation only being achieved at the end of an intervention. It is also 
important that these hypotheses are not rigid and change constantly as more information 
is revealed and the therapeutic relationship develops.
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Why do we formulate?
Formulation was formed out of this need for empiricism. Clinical psychology practice 
uses formulation as a means of assessing an individual’s suitability for psychotherapy 
(Denman, 1995). It also has the benefit of adding context to diagnosis. A diagnosis 
classifies what is wrong, but a formulation helps to explain onset, development and 
maintenance of disorders and difficulties, in a way that psychiatric diagnosis cannot. 
Thus, formulations have the advantage of being able to tightly link assessment and 
intervention (Persons, 2006).
Formulations can give structure and meaning to experiences that may seem chaotic. They 
are also a means of understanding the evolution of the difficulties and the impact on the 
client and their social network. This can be helpful for both therapists and clients. They 
can provide an alternative view of the situation, based upon psychological models and 
understanding. Formulations can also act as a means of understanding interactions 
between dynamic and non-dynamic forces, for example, psychological and 
neurobiological vulnerability (Sim et a l, 2005).
I  worked with a client who had a diagnosis o f  schizoaffective disorder. He was very 
uncertain about what this meant fo r  him and how it related to his difficulties. We worked 
through his experiences and developed a formulation together. This included drawing on 
theories, such as the stress-vulnerability model (Nelson, 1997) to help explain the onset 
o f some o f  his difficulties. He was able to create an alternative view o f  his diagnosis, 
from it being something over which he had no control and thus meaning he was “m ad”, 
to being able, to recognize certain signs and symptoms and develop strategies to manage 
them. Placing his diagnosis in a context through the formulation went a long way to
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shifting his uncertainty and allaying some o f his fears. I  perceive that developing the 
formulation in this way was also part o f  the intervention. In addition, it informed further 
work on relapse prevention (Birchwood et ah, 2000).
Formulation allows an individualized approach to a client’s difficulties. This is 
advantageous to clinical psychology practice because clinicians are able to draw upon 
different theories and skills as appropriate. However, feminist research argues that by 
individualizing a client’s problems the social significance of these problems are ignored 
and the difficulties are reduced to personal psychological inadequacies of the client 
themselves (Davis, 1986). I would argue that clinical psychology formulations also take 
social circumstances into account, for example, systemic formulations, in which a client’s 
systems are considered pivotal.
Issues for the Clinician
Often, a large amount of information is gathered during the assessment process. It can be 
difficult, particularly for me as a trainee, to know which information to include in a 
formulation and which to leave out. This is often influenced by the theoretical orientation 
of the therapist. As a trainee, I frequently feel inclined to try to include everything. This 
makes formulations very lengthy for both me and the client and can be disadvantageous. 
If a formulation is too simple, salient aspects of the case may be overlooked, however if it 
is too complex, it may become too cumbersome and time consuming for practical use 
(Sim et a l, 2005). Formulations are also advantageous for conveying information (Ross, 
2000) to others, particularly within a multidisciplinary team. In this context it is also 
important to make formulations clear and succinct. In a training capacity, formulation can
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also provide an indicator of a trainee’s capacity to integrate theory and practice (Sperry, 
2005).
To affect change, all therapeutic approaches rely, to some degree, on the quality of the 
therapeutic alliance (Rogers, 1957). Feeling understood by a clinician is fundamental to 
developing a good therapeutic alliance (Rogers, 1957). Developing a formulation 
collaboratively with clients, or sharing your formulation of the client’s difficulties with 
them, can be advantageous in enhancing their sense of being listened to and understood. 
However, this will only apply if the client feels that the formulation is applicable to their 
circumstances and respects their experiences. The advantage of formulation to practice in 
this case is that it has flexibility to incorporate the client’s own theories about their 
difficulties. An example of my experience of this is outlined below.
I  worked with a client who had a history o f  childhood sexual abuse and had recently been 
raped and was referred fo r  help with post traumatic stress disorder. We spent a number 
o f sessions developing a cognitive behavioural formulation o f  her past experiences and 
how these impacted upon her current difficulties. It was during this process that she 
highlighted a number o f positive core beliefs that she held about herself. My explanation 
o f her difficulties had only allowed fo r  her negative beliefs that we had discussed within 
our sessions. It was my assumption tha,t due to her history, she would have only 
developed negative core beliefs. By developing the formulation collaboratively, my client 
was able to integrate her theories about her difficulties and the protective nature o f  her 
positive beliefs rather than my assuming my formulation was the most representative. I  
believe that developing a shared understanding in this way aided our therapeutic 
relationship and helped my client feel listened to and develop mastery o f  her
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circumstances. Once we had our initial formulation my client fe lt able to see links that 
she had not considered before and we were able to use and adapt it as therapy 
progressed.
Within the medical model there is often pressure to get formulation “right” in the first 
instance. I perceive this to be at odds with the ethos of formulation. The process of 
formulating is a dynamic one, therefore reformulation is constant. This means that, as 
clinicians, we may make mistakes or have a different view from the client. The advantage 
of formulating collaboratively means that, as more information becomes available over 
time, formulations will inevitably develop as the initial hypothesis is revised and refined.
There are a number of biases that may affect the process of clinical formulation and could 
be construed as drawbacks, one of which is availability bias or drawing on information 
that is more easily available. There is no evidence to suggest that this is influenced by 
theoretical orientation (Waddington & Morley, 2000). Another is representativeness bias 
or interpreting new information as another example of something we already know. 
Anchoring or adjustment bias involves assimilating new information into a core initial 
hypothesis (Kuyken, 2006). Redman et al. (cited in Johnstone, 2006) interviewed 11 
psychologists and found that they all looked for information to support their hypothesis 
with contradictory information only transpiring later. There is a danger that over 
commitment to the initial hypothesis may lead to disregarding or minimizing events and 
experiences that do not fit this hypothesis. It is important to remain curious and look for 
data that both supports and contradicts your hypotheses.
In addition, it is possible to be overly influenced by recent clinical experience or being 
too quick to reach a conclusion with insufficient information (Tarrier, 2006). The latter is
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particularly pertinent given resource pressures of the current NHS. Often a formulation is 
demanded after a 50 minute assessment session. Although this is possible with some 
clients, it is by no means applicable for every client. Clinicians are subject to all the same 
information processing distortions that they are trying to assess and change in their 
clients (Tarrier, 2006) and this is worth bearing in mind when discussing the extent to 
which formulations are “truth” or merely tentative suggestions. I would strongly suggest 
the latter.
Clinicians also need to be aware of their own diversity in relation to their client and how 
this will impact on developing a formulation. As clinical psychologists it is important for 
our practice to be reflective practitioners and own our own positions. Schon (1996) 
discusses the importance of reflection to question and criticize familiar practices. This 
will enhance the usefulness of formulations, by paying attention to the process behind 
them, in addition to their content.
In addition to informing therapy, formulations are reassuring for therapists. They are 
beneficial because they create coherence. Research suggests that having a formulation 
approved by a client is very powerful and validating for the therapist, it made therapists 
feel more hopeful and increased the therapist’s sense of alliance and collaboration. It also 
increased therapists’ confidence in choice of therapy and increased their understanding of 
the client’s difficulties (Chadwick et a l, 2003).
Nonetheless, formulations involve reducing someone’s life and difficulties to a series of 
linear statements and explanations. As such, they could be accused of being too 
reductionist and value free by not placing people within a social, cultural and political
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context (Brooke, 2004). If this is not introduced with respect for the client and their 
experiences, it may be perceived as very insensitive.
Issues for the Client
A good formulation should be constructed in a language that is shared by the client. 
Collaboration may help to protect against some of the biases experienced by clinicians 
(Vetere, 2006) and also reflects the philosophical bases of the Ten Essential Shared 
Capabilities (DoH, 2004) by promoting clear, constructive communication. It should help 
both the client and the clinician to understand the purpose of the work and help to 
manage any problems encountered during the therapeutic process (Gordon & Reiss, 
2005). However, this is not always the case. On some occasions, formulations are 
developed after an initial assessment by the clinician and are never shared with the client. 
I do not believe this is productive and would also question the ethics of withholding 
information from the client. However, there are issues regarding when to share a 
formulation, to what extent a formulation can be harmful or helpful and whether it is 
always appropriate to share all of a formulation, but these concerns arise out of 
formulations being developed independently of a client.
Formulations have the potential to be both helpful and harmful to clients. Chadwick et al.
(2003) explored the impact of formulation on anxiety and depression and found no 
significant effect (n=15). Further interviews revealed that while some found formulations 
helpful in understanding their difficulties (n=9), and felt reassured and encouraged (n=6), 
others reported finding the formulations saddening, upsetting and worrying (n=6) because 
they had not anticipated the long standing nature of their difficulties. This study did not.
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however, explore the impact of these feelings on the continued psychological therapy. 
Clients may find formulations overwhelming and distressing especially if they feel they 
are expert driven and feel unable to correct or adjust them due to a power imbalance 
(Denman, 1995). Collaboration may serve to reduce negative emotions associated with 
formulations.
It could be argued, particularly within CBT that an individualized formulation is 
redundant within the current climate. There is much evidence to suggest that CBT 
treatment packages are effective for certain psychological problems, for example, 
depression, anxiety, post traumatic stress disorder. If clients will receive the same 
treatment protocol regardless, is a formulation really necessary? Nezu and Nezu (1989) 
differentiated between treatment strategy, tactics and methods. In the case of CBT for 
depression, the strategy may be to decrease negative cognitive bias and negative 
thoughts. The tactics would be how to implement this strategy, for example, thought 
challenging and behavioral experiments. However, the methods may be very different 
depending on who the client was. This is illustrated below.
I  have applied CBT approaches very differently fo r  a 14 year old boy and a married, 
middle-aged woman with a diagnosis o f  bipolar disorder. It would be during this last 
stage that the formulation o f  the client difficulties would become important. The origins 
o f the depressions were very different and therefore required a different approach. 
Although at points I  used the same tools, fo r  example, thought challenging, with the boy I  
did this in a much more structured way, using thought diaries, than I  did with the woman. 
This was because their personalities seemed to work more effectively with different
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approaches. I  believe that despite having a manualised approach, clinicians can use their 
judgment about how best to apply it.
Formulations need to be considered within the cultural context in which they are made 
and also within the cultural context of the person they are being made about to help the 
client feel understood (Sim et al. 2005).
/  worked with a middle-aged German lady, who perceived that she was “defective ” 
because she had a mental health diagnosis. She theorized that these beliefs were 
remnants o f  growing up in post war Germany where many people still supported the Nazi 
ideals. She had a belief that people who were defective should be “got rid o f”. Since her 
psychosis first emerged when she was a teenager still living within this culture, it was 
important when developing a formulation to incorporate these cultural beliefs.
Different cultures have different perceptions about the causes of mental illness. In some 
cultures, people who hear voices are viewed as religious leaders or spiritual elders. 
Conversely, other cultures view the same phenomenon as being possessed by the devil or 
demons (Ritsher et al, 2004). Another example is that many non western Hindu or 
Buddhist cultures do not attribute sickness to internal states of mind. The point at which 
one realizes the utter hopelessness of life in the world is regarded as a sacred moment, 
which symbolizes that an individual is ready to start a life of meditation and asceticism 
(Oloyede, 2002) rather than the western interpretation as a symptom or indicator of a 
depressive state. The individualized nature of formulation also allows clinicians to take 
into account differences in socioeconomic groups, age, gender, culture and personal 
histories.
36
Volume 1 - Academic Dossier OPI Essay
Evidence Based Practice
In the current climate of the NHS much emphasis is placed on evidence based practice. 
This is illustrated by initiatives such as the National Institute of Clinical Excellence 
(NICE) guidelines, for example, for schizophrenia (2002), depression (2004) and anxiety
(2004), which include recommendations for psychological interventions and are, in part, 
driven by the need to justify allocation of limited resources in the most cost effective 
manner.
Using formulations in clinical psychology practice allows clinicians to work flexibly with 
complex cases by guiding intervention decisions using psychological theory and being 
able to amend this as appropriate as the formulation develops, rather than relying on 
specific treatment protocols (Persons, 2006). However, this flexibility can also be a 
drawback, as treatment decisions could easily become non-evidence based and hence be 
at odds with the scientist practitioner model of clinical psychology practice and many of 
the Department of Health initiatives for good practice.
Much of the research aimed at exploring the effectiveness of the formulation approach 
focuses on outcome. I wonder the extent to whether this is entirely appropriate. It is 
mainly systemic models that advocate that formulation is part of the intervention. Within 
CBT models, formulation is used as a way of understanding difficulties to inform a 
treatment choice. There is sparse evidence supporting the reliability of cognitive case 
formulations and there is a lack of research evidence examining the validity of cognitive 
case formulations or their impact on therapeutic outcome (Bieling & Kuyken, 2003). 
Contrary to this, there is a plethora of evidence supporting cognitive therapy as a whole, 
but this does not apply directly to the individualized case formulation, which is central to
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the approach. In psychodynamic models, formulations are not introduced until the end of 
therapy, if at all. However, psychodynamic research supports findings that interpretations 
are positively related to therapeutic alliance and outcomes (Johnstone, 2006). These 
interpretations form the basis of psychodynamic formulations. Formulation is quite an 
abstract concept and therefore is difficult to evaluate effectively with any scientific 
rigour. Most of the evidence for the effectiveness of psychodynamic formulations is 
based on the core conflictual relationships theme, where themes are inferred from clients 
descriptions of their relationships. There is a small amount of evidence that illustrates that 
interpretations in line with these themes are positively related to therapeutic alliance and 
outcome (Johnstone, 2006).
There is little research exploring disagreements between service users and professionals 
regarding psychological models and formulations. Madill et a l (2001) demonstrated that 
in cases where clients and therapists failed to reach a shared understanding of the clients’ 
difficulties, therapy had an unsuccessful outcome. This may go some way to suggest that 
although there is no evidence to say that good formulations result in successful outcomes, 
there is a limited evidence base to suggest that formulations, which are mutually agreed 
upon, contribute to unsuccessful outcomes. My personal experience of this is illustrated 
below.
I  am currently working with a 12 year old boy who has been refusing to go to school I  
took his case over from another member o f the team and the family has been known to the 
service fo r  many years. My supervisor and I  are working jointly with him using CBT 
techniques fo r  his anxiety. Neither o f  us feels that we have a comprehensive formulation 
o f why our client does not want to go to school. There are a number o f  complex family
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dynamics which are undoubtedly contributing to his distress; however the family is 
reticent about family therapy therefore we have had to work on an individual basis with 
this young man. Without a fu ll understanding o f  what is going on fo r him neither o f  us 
feels that the intervention we are using, to try to aid his return to school, will be 
successful, although he has learnt some useful strategies to manage his behaviour 
generally at home.
Although the question has been raised to as whether clinical psychologists should 
formulate at all (Johnstone & Dallos, 2006) I perceive that this illustration supports the 
argument that it is difficult to work without some form of initial hypothesis. Making 
casual judgments is perhaps one of the most difficult tasks facing mental health 
professionals (Garb, 2005). There has been little research evaluating the reliability and 
validity of formulations and what has been conducted suggests that the validity is poor 
(Garb, 2005). However, it is important to be aware that the dearth of research does not 
equate to formulations not being beneficial or useful.
Clinicians show low levels of agreement when asked what the key aspects of a 
formulation are (Bieling & Kuyken, 2003; Tarrier & Galium, 2002) and there is a paucity 
of research looking at whether case formulations are meaningfully related to the clients 
presenting problems. If a formulation makes sense to a patient then is has a certain 
amount of validity (Tarrier, 2006). In research on formulations there is a debate as to 
what makes a formulation valid and, if two different formulations were proved valid and 
reliable for any given case, which would be the correct or most useful one?
During our case discussion group we took it in turns to present case and then within the 
group aimed to formulate that case in a number o f different ways. One case was o f  a lady
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who had suffered considerable bereavement and loss. We formulated the case using both 
cognitive and psychodynamic models. For the reasons previously outlined, these were 
obviously very different. Ultimately, however, there were many similarities across the 
formulations, which raises the question, how do we know what is the right way to 
formulate any particular case? I  would argue that this should be the personal preference 
o f the client. Some people simply work better with different models. However, in reality, 
this decision is often made depending on the service to which they are referred.
Conclusion
Despite clinical psychology, as a profession, struggling with the concept of formulation, 
it has many advantages for practice, some of these, although by no means all, appear to 
be unique to psychology. Despite these advantages it is important to remain critical of the 
concept and be aware that it also has a number of shortfalls.
I find it interesting to note that clinical psychology as a profession is based on the 
scientist practitioner model and, as such, evidence based practice, yet at the same time 
has clinical formulation, with its limited empirical base for effectiveness and outcome, as 
one of its four cornerstones. It is paradoxical that psychiatric diagnosis was dismissed 
within the development clinical psychology practice due to its limits of precision, 
reliability, validity and reductionism. However, within the current climate of cost 
effective treatment, psychological formulation is now being called upon to demonstrate 
that it is precise, reliable and valid. In addition, within some schools of thought, it is 
being accused of reducing a person’s life story to a series of statements. There is more
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current evidence to indicate that formulations are more useful and beneficial for 
therapists than for clients.
Many of the disadvantages of formulation to clinical practice are only disadvantages if 
clinicians are not aware of them. The encouragement for clinical psychologists to be 
reflective practitioners means that these disadvantages may be less pronounced within 
clinical psychology practice. The task for clinical psychology practice is how best to use 
formulations so that they are helpful, rather than harmful, to clients and clinicians and are 
transparent and open to scrutiny in order to continue to improve research and practice in 
this area.
Summary
In summary, case formulation is a flexible and idiosyncratic approach to a client’s 
difficulties, irrespective of diagnosis. It is able to include epidemiological information on 
vulnerability and risk. It is a method of understanding complex cases, when clients do not 
fit into a standard classification system. Nonetheless, if not introduced to clients with 
care, clinical formulations can be perceived as harmful by clients. There are still many 
gaps in the evidence base for formulation, nonetheless, this does not necessarily imply 
that they are not effective or useful. There are questions concerning how formulation fits 
into the ethos of clinical psychology practice and whether it is being called upon to fulfill 
criteria similar to that of psychiatric diagnosis that has been criticized by clinical 
psychology as a profession.
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This is a reflective account on the problem based learning task that was set on the second 
day of the induction block. In this account, I aim to outline the problem, discuss the 
group process and the effect this had on me and relate this to my subsequent clinical 
experience.
The topic that was set for the problem based learning exercise was an ambiguous one. 
When first presented with “the relationship to change” and asked within our case 
discussion groups to create a 20 minute presentation in six weeks, my initial thoughts 
were that of bewilderment and having no idea where to start. I volunteered to be scribe 
for this task. I felt that this was a concrete role and retrospectively, I think I was trying to 
find something concrete in a task that otherwise seemed incredibly abstract.
From the outset, our approach was to use the task to get to know each other as a group of 
people who we would be spending the next three years working closely with. We wanted 
to avoid conflict and form a cohesive group. As the weeks progressed, we were aware of 
competition within other groups and aimed to actively avoid this. Thus we opted for 
simplicity in our presentation and to do something that had personal meaning for each of 
us. The ethos behind our presentation was to respect the differences and diversity of the 
group. However, in actively trying to pursue this and I think we may have inadvertently 
excluded some of our experiences because they did not contribute to the flow of the 
presentation.
During the process of working on our presentation we became aware of our own 
experiences of change. This started through the initial discussion in the first session about 
significant changes we had been through. The main themes that emerged were linked to
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moving towns or countries. Although on a similar vein, our stories were all very 
different. This highlighted the diversity of people’s experiences and illustrated how 
stories around a similar theme can ultimately have very different meanings and be 
approached in very different ways. Realising this has highlighted that people who are 
referred to a clinical psychologist with similar difficulties present very differently and as 
a clinician I cannot assume that they can be treated in the same way.
Within our group, we each showed an element of strength and resilience in the ways in 
which we coped with our personal experiences. Since starting placement, I have realised 
the importance of client’s own coping resources. For example, I have recently started 
seeing a client who has managed to cope with numerous adverse life events and recently 
she was raped. This stretched her resources to the point where she felt she could no 
longer cope on her own. However, I perceive that her own strength and resilience, shown 
in how she dealt with previous events, will be an important factor in helping her 
relationship to change during therapy.
When discussing our personal relationships to change I found it difficult to talk about my 
experiences within the group. It made me feel vulnerable and when it came to planning 
the presentation, I decided I was unable to talk about my experiences in front of the 
cohort and therefore opted to talk about the ‘safer’ topic of the group process. One reason 
for this was that I found it difficult to pin point one experience of change. I felt that all 
my experiences of change were interlinked in some way and found it hard to capture 
exactly what I wanted to convey, especially given the time limit we had. Since starting 
placement, I can relate this to how my clients may feel. When conversing in therapy, we
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develop a narrative which helps us to better understand ourselves. Therapy is a 
collaborative process by helping clients to re-write their stories. The therapist is expected 
to monitor his or her own narrative & position of power (Dallos & Draper, 2003). It is 
difficult for anyone to talk about his or her experiences, especially those experiences that 
are emotive. Sharing personal information makes you vulnerable and the client-therapist 
relationship is not a reciprocal one. It may make you feel like you are being judged in 
some way and creating the safety to know that you are not being judged takes time. It is a 
lot of ask of our clients to request they share their most difficult experiences within an 
assessment session. The therapeutic relationship is considered important in all the main 
therapeutic models, for example, cognitive therapy (Beck et al, 1979) and 
psychodynamic therapy (Lemma, 2003) and it takes time to develop that therapeutic 
relationship.
The original accounts of our relationship to change that we divulged in the first session 
were a lot less detailed than the accounts in subsequent sessions. As we created a safe 
environment within our case discussion group we felt more able to expand on detail, with 
less fear of being judged. This is similar within the therapeutic setting. Information 
proffered in the first few sessions may have scant detail compared to later sessions, once 
a trusting relationship has been developed.
Much of our initial discussions focused on cultural change. There were times when I 
perceived that I was unable to fully relate to the themes being discussed. My most 
profound experience of change was my father dieing and this was not an experience that I 
was prepared to go into in much depth in this forum. Since, I have also had many
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experiences of moving, both towns and countries, I found this safer ground with which I 
could also associate. Therefore, I am unsure whether my feelings of ‘unrelatedness’ at 
times, were because I did not feel confident enough to make sure my voice was heard, or 
whether I was not really listened to. I also wonder whether this was the case for others 
within the group. Although superficially, it was a theme that resonated with all of us, I 
am unsure of the deeper connection that was made with those other than the storytellers.
The facilitator was present for the first two sessions and the penultimate session. The tone 
of the group changed significantly without the facilitator. When the facilitator rejoined 
the group there was a strong sense of otherness. We perceived him as separate to us 
(Oguntokun, 1998). We were of the opinion that we had a very succinct idea and were 
ready to proceed. Our facilitator made some suggestions and we held the view they were 
all negative and unsupportive. With hindsight, we did actually take these ideas on board 
and it did help to focus our presentation. However, at the time we viewed our facilitator’s 
comments very differently. From our idea of respecting differences, we had fallen into 
the trap of trying to fit all our experiences into one theoretical framework. Our facilitator 
implied that this was not appropriate and having initially been dismissive of our 
facilitator’s observations, we came to the same conclusion ourselves.
During our discussions we felt that we claimed ownership of our ideas and attempted to 
respect and incorporate the ideas, experiences and comfort zones of each of us. It is our 
perception that initially the presentation evolved from our discussions of our diversity of 
experiences rather than the discussions being a by product of the final goal of doing a
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presentation. As the weeks progressed our group became more task-orientated and 
focused more on the end goal rather than the process.
We had an additional member join our group half way through the task. From the outset 
we knew that this was a possibility and I perceive that this made for a smooth transition. 
We had previously discussed the impact that this would have on our group and how it 
would affect the safe atmosphere we had created. It allowed us to create a presentation 
that naturally lent itself to this new addition and also enabled us to incorporate someone 
else’s ideas.
When we were putting our presentation together the two narrators tried to meet separately 
to link the stories to appropriate theoretical underpinnings. It became quickly apparent 
that this was not possible, without the storytellers being present the narrators were unable 
to identify which were the salient bits of the story. Similarly, when creating a formulation 
about a client, without the clients input we have no way of knowing if we have been 
accurate. Retrospectively, this highlighted the importance of collaboration in clinical 
practice. My current placement works within a cognitive behavioural framework, where 
collaborative working with the client is one of the cornerstones of therapy. Collaboration 
enhances clients’ motivation and helps to overcome obstacles that may be presented in 
therapy (Beck et al, 1979). In addition, the abstract concept we were asked to work on 
has made me think about how abstract clients’ may find the psychological concepts that 
we try to present to them. This highlights the importance of communication, using 
appropriate language and monitoring that the client understands.
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Working within the group highlighted the importance of having to properly listen to 
others views in order to make sure that people are heard. This has twofold implications 
for clinical practice. The first is the importance o f truly listening to your clients, so that 
they feel heard and respected. The second is the importance of listening to your 
colleagues when working within a team. Multidisciplinary teams contain people with lots 
of different types of knowledge and experience and it is important to harness that 
knowledge rather than ignore it. With hindsight, being able to adapt to a new member 
half way through the task is akin to teams having to adapt and incorporate new 
appointments within that team.
At the beginning of our presentation we asked our audience to respect our confidentiality 
because our stories were personal. Confidentiality is important to our clients. Just as we 
asked our audience to respect this, it is up to me as a therapist to ensure the 
confidentiality of my clients’ stories.
By deciding to use the task to get to know each other, because we all had a lot to process 
and adapt to during the induction block, it meant that we wanted to use the time allocated 
effectively and minimise the need for extra meetings. Within training a lot of the 
therapeutic work we do is time limited and therefore we have to achieve goals within a 
previously allocated time frame, similar to the problem based learning task. Although we 
did require a couple of extra meetings, as the presentation loomed closer, it highlighted 
the importance of time management skills and how this would relate to our daily clinical 
work. As well as fitting therapy into a time limit, it highlighted the importance of setting 
realistic goals. Failure to achieve unrealistic goals will just make a client feel worse.
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Conclusion
Problem based learning is not specifically about solving problems, but more about using 
problems to increase knowledge and understanding (Wood, 2003). Change is an 
inevitable part of life, both professionally and personally. Our role as Clinical 
Psychologists is about helping clients’ through these changes when, for some reason, 
there are unable to cope on their own. However, it is worth noting that not all clients’ are 
willing to make changes and it is equally important to consider their relationships to 
change. My experience of this task was greatly influenced by the other members of my 
group. Being with an alternative group of people would have culminated in a different 
experience. We produced a presentation that was very personal. It was distinct from all 
the other presentations and I felt this was very fitting with our concept of embracing our 
different experiences rather than conforming to a norm.
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This reflective account is based on a problem based learning exercise that was set at the 
beginning of our second academic year of training. In this account, I aim to outline the 
problem, discuss the group process and the effect this had on me and relate this to my 
subsequent clinical experience on my child and families placement.
The task outlined a scenario of two small children who were currently in foster care. The 
broad issues around the children were those of parental learning disabilities, spousal 
domestic violence, child abuse and the family’s lack of engagement with services. My 
initial thoughts when presented with this task were those around where to start in 
unpicking what seemed like a very messy situation. It was an overwhelming and 
unpleasant scenario in which there were no ‘right’ answers and left me with a feeling that 
professionals can end up ‘playing God’ in people’s lives. That idea makes me feel 
inherently uncomfortable, because although I am aware that it is far from a perfect world, 
I wonder to what extent we have the right to intervene in a situation where we are not 
wanted. In this case, all the issues were around making decisions in the children’s best 
interest. Every decision has consequences, many of which may not be realised until many 
years later and illustrates the importance of practicing ethically as outlines in The Ten 
Essential Shared Capabilities (Department of Health, 2004). This was highlighted by one 
of the other group presentations, who opted to look at the situation many years later when 
the children were 18 years old.
We had six, two hour sessions, three of which were facilitated, to produce a 20 minute 
presentation on any aspect of this scenario. As a group we felt that this task was more 
focused that previous PEL exercise and I think this led us to concentrate more directly on 
the presentation from the outset. Although there were many different avenues we could
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have taken it felt more concrete with respect to having a specific vignette to focus upon. 
We were aware of time constraints and other demands that were placed on us at that time 
and we wanted to complete everything within the allocated time, rather than have to 
arrange additional meetings. I was also aware that I would miss a week, due to annual 
leave. This had the effect that I perceived my role to be a planter of ideas. It also meant 
that as a group we were under more pressure to have the bulk of the work done before I 
left, as there would be no meetings between my return and the presentation. Somehow 1 
thought I was less entitled to push for an idea, even if I felt strongly^bout because I 
would not be there to follow it through and I also believed that others were putting in 
more time than me, as they had meetings when I was absent. I perceived that these 
feelings came from me rather than any indication that the group felt this way.
We started this task with a new facilitator. Having had a difficult relationship, at times, 
with our previous facilitator, we approached our new facilitator with slight trepidation. 
On the one hand we were excited at the prospect of change but on the other hand we were 
unsure of what lay ahead. At the outset our facilitator drew heavily on what the group the 
previous year had done and very much led the discussion. I found this slightly 
disconcerting as we had been working as a team for a year and then someone else arrived 
and I perceived that they were trying to take over slightly. With hindsight, this could also 
have been to allay some of the facilitator’s anxieties about joining a pre-existing group. 
This felt quiet constrictive. I think our response to this was to become very task 
orientated because it felt safer, rather than focus on process. There were different 
dynamics within the group with and without the facilitator. When we were with the 
facilitator we tended to lean towards practicalities, for example roughing out a script for
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the presentation. When we were on our own we tended to discuss issues more freely. I 
wonder to what extent that was to do with the facilitator’s manner and to what extent that 
was to do with our guardedness, as a result of previous experience. With hindsight, I have 
noticed similar situations on placement when children are seen with and without parents 
present. It is important for a child to have their own space to reflect on the things that are 
important to them, and on some occasions their parents may be part of the difficulties or 
not be aware of the full extent of the difficulties, thus hindering conversations when they 
are present. In other cases I have found it useful to have the parents involved so as to help 
reinforce the change process outside of the sessions. This is an important area to 
negotiate with both the children and the families.
In our first session without the facilitator, we started by having a quick opinion poll. 
Before we started our discussions we all voted on whether it was our personal view at this 
stage to remove the children from their parents or to allow the children to remain with 
them. Our group was much divided in these initial views. As a group, previously we had 
agreed on most things so it was an interesting dynamic for us that there was quite definite 
disagreement. Following this it was suggested that, as there was disagreement, it would 
be better to include both sides of the argument in the presentation, rather than pushing for 
a particular viewpoint, in order to respect our diversity of opinions. I wondered to what 
extent this was a sign of our growing confidence in our clinical opinions and in our 
comfort with each other to be able to express these views or a sign of avoidance in 
dealing with the potential conflict.
As a group we believed that the pressure to do a presentation diverted us away from more 
interesting discussions. In particular about our disagreements, as this was new territory
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for us. Every time this was brought up as a topic the group seemed to shy away from it. It 
felt uncomfortable discussing this and the processes behind it. It is important to 
recognise this because working within multidisciplinary teams there will inevitably be 
disagreements and conflicting views. It is central to our clinical practice to be able to 
discuss these disagreements in a professional capacity without it hindering future 
working. Collaborative working is considered as one of the principles of The Ten 
Essential Shared Capabilities (Department of Health, 2004). I believe that our CDG has 
become a small haven. There are many elements of clinical training that are stressful and 
difficult to negotiate. For me, and I suspect others, our CDG is not one of those. It is a 
place that feels safe and focusing on disagreements may challenge that safety at this 
stage.
The presentation seemed to go well, after initial technical difficulties were resolved. At 
the time, I and many other trainees found it disappointing that there were not more 
members of the course team in the audience. In our first year, there were a lot of people 
who came to watch and it was encouraging. This year, it made me feel a little bit like our 
worked was not valued. I have since wondered what it is that makes us want affirmation 
from the course team and why positive reinforcement from each other does not seem to 
be enough. I believe this is greatly influenced by the constant evaluation process that we 
go through.
In a conversation after the presentation our facilitator commented that as a group we were 
‘doers’. The facilitator had been five minutes late for a session and by the time they had 
arrived we had already started doing things. The facilitator said that this had really struck 
them. It is my recollection is that this was a purposive act, because we had felt the
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facilitator had been too leading the previous session and we believed that if we had 
started before they got there then there was less opportunity for them to start leading. It 
created a sense of otherness and the facilitator being an outsider and different from us in 
some way. With hindsight we would have been better to address this issue. Within a 
multidisciplinary team, it is not good practice to avoid issues just because you are unsure 
how to deal with them. On occasion, a clinical psychologist within a team will have the 
job of proffering an opinion that seems at odds with an existing line o f thought. It is 
important to manage this in a way that results in your professional opinion still being 
credible.
Initially I felt that the case study would be more applicable to people on learning 
disability placements. However, with hindsight, I think that it brought up a number of 
issues that are applicable to all professionals. Even if the topics are not the same, it 
highlights the constant dilemmas about “in whose best interest” which are also ever 
present in child placements. In particular, it highlighted issues around a confidentiality 
when there are multiple agencies involved, and informed consent to interventions and 
processes that can be going on around clients. Often on placement, I wonder who the real 
client is. Despite seeing the child, often I feel they are only being seen to allay the 
parents’ anxiety or help to ‘solve’ parental problems. I have been doing individual 
therapy with a 15 year old boy who lives in a residential home. He seems to have a very 
enmeshed relationship with his key worker who has telephoned on many occasions 
asking for advice on how to “deal with” my client. He wanted to know the content of our 
sessions because it is his belief that actually my client wants him to know. Despite 
refusing to get into these types of conversations with his key worker and reiterating my
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client’s confidentiality I have always felt uneasy afterwards and wondered if I have said 
too much. I have discussed this in supervision and my supervisor reassures me otherwise. 
It has highlighted for me how important confidentiality is, especially when there are 
multiple systems involved.
Within the scope of this task I perceive that our group when through the stages of group 
development; Forming, storming, norming and performing (Tuckman, 1965). As a pre­
existing group we prided ourselves on agreeing and not having much conflict and this is 
the stance we entered the process from. We then encountered conflict but in order to 
complete the task we worked cohesively and in a task orientated way in order to produce 
the presentation. Within the scope of the CDG, I feel this process is much slower and we 
are only just starting to enter the ‘storming’ stage where as important issues are addressed 
conflict is starting to emerge.
Conclusion
The objective of problem based learning is to use problems to increase knowledge and 
understanding (Bowman & Hughes, 2005). Within our group this task highlighted how 
we do or do not conflict and if conflict is purposively avoided the reasons behind this. It 
will be interesting to see how this develops over the next 18 months working together. It 
has also made me aware of how I do or do not express my views when they are different 
to the majority and how in order to be an effective voice for my clients this is a crucial 
skill to develop.
I feel that this exercise has made me more aware of some of the dilemmas faced in
clinical practice. This is applicable across the board and not limited to work with
\
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children, families and people with learning disabilities. Issues around confidentiality, 
consent and engagement are universal.
63
Volume 1 - Academic Dossier PEL Account Year 2
References
Bowman, D & Hughes, P. (2005) Emotional responses of tutors and students in problem- 
based learning: lessons for staff development. Medical Education, 39, 145-153.
Department of Health (2004). Ten Essential Shared Capabilities: A framework fo r  the 
whole o f  the mental health workforce. London: Department of Health.
Tuckman, B.W. (1965). Developmental sequence in small groups. Psychological 
Bulletin, 63(6), 384-399.
64
Volume 1 - Academic Dossier PEL Account Year 3
PROBLEM BASED LEARNING REFLECTIVE ACCOUNT
Working with Older People
February 2008 
Year 3
65
Volume 1 - Academic Dossier PEL Account Year 3
This reflective account is based on a problem based learning (PEL) exercise that was set 
at the beginning of our third academic year of training. In this account, I aim to outline 
the problem and discuss the group process. The formation of our case discussion group 
(CDG) changed this year as we had lost one member under difficult circumstances and 
gained another. I also aim to discuss how this impacted on me and how I perceive it 
impacted on the group. Finally, I aim to relate what I learnt from this PEL task to my 
subsequent clinical experience.
The task outlined a scenario in which an elderly, recently bereaved, Pakistani gentleman 
was experiencing some difficulties caring for himself. His daughter was concerned and 
had contacted social services about his health. The scenario outlined some difficult 
family and community dynamics. From the outset, it was apparent that the situation 
needed to be dealt with sensitively due to the many factors involved. In particular, the 
generational, cultural and ethnic differences of the problem and how best to address and 
manage it.
Our approach to the current PEL task was, perhaps, indicative of our current stage in 
training. At that time, we were all very preoccupied with getting our research projects 
underway and applying for the relevant approvals in order to do this. In addition, we 
received the message from our facilitator that although this was a valuable exercise, it 
was not a priority on our time at this stage. This, coupled with placement demands, meant 
that we actively wanted to minimize the pressure that the PEL task created. Therefore, 
following general discussions about some of the pertinent issues, our approach was one 
of individual pieces of work being brought together rather than collective group work.
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We decided to focus on dilemmas in the referral process. We each selected a character 
and presented a monologue about the dilemmas that character faced. In doing this we had 
to make a number of assumptions about the motivations for why that character thought 
and felt the way they did. We were sensitive to try to avoid stereotyping these views.
It was interesting to note that we were the only group to engage in role play when 
constructing our presentation. In doing this the people playing the relevant characters 
dressed up in traditional clothing. This provoked a lot of discussion within the group as to 
the appropriateness of doing this and whether it would cause offence given that none of 
us were of Pakistani origin. Our conclusion was that we represented a quarter of our 
cohort, and none of us perceived that we would find it offensive; therefore we trusted that 
this would be how others received it. We also wondered afterwards whether because we 
represent significant ethnic diversity within our group, in comparison to other groups, this 
allowed us more freedom to role play.
For our group, having a task to focus on at the beginning of the year provided an effective 
shield for us to hide behind. This made it easier not to address the obvious changes that 
had occurred within our CDG. Our group very quickly reverted to its task focused default 
position. I perceive that having a new member and new facilitator made it difficult to 
raise that conversation as they did not have an understanding of why the group had 
disintegrated and somehow it did not feel appropriate to discuss it in front of them. 
Perhaps this was because, that despite the difficulties. I, and the rest of the group, still felt 
loyal towards the remaining group members. I also gained the impression when it was 
tentatively raised that other group members were not prepared to discuss it and this
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closed down any conversations in that vain very quickly. This resulted in me feeling very 
ambivalent about our CDG. In addition, my friendship with the member who had left 
undoubtedly influenced my feelings about being in a group which created an environment 
in which a member felt unable to stay. I often wonder if there was something I could have 
said or done that would have changed that member’s feelings about staying in the group. 
This was despite having had conversations with that member about the decision process 
and being aware that the decision was more complex than just being unhappy in our 
CDG.
Le Roy (1994) suggests that poor stability within groups leads to feelings of danger and 
fear. This is because the secure container is lost, together with its sense of safety. Our 
CDG feels transient. Since the beginning of the second year, we have had three 
facilitators, two members leave and one member join, with another member set to leave 
in the near future. The constant movement within the group threatens the sense of safety. 
I also wonder whether the individualistic approach we took to the PEL task reflects an 
unconscious defense against having to work too closely together as a group at this stage 
because of this.
Wright (1989) refers to “after groups” as a means to discuss and disseminate 
communications away from the structured group meeting. He highlights the potentially 
destructive nature of these ‘after groups’ because of possible attacks on people who are 
present or absent and challenges to the original thoughts and beliefs. However, he also 
explores the need for after groups to contain anxiety, if those anxieties are not being 
contained within the main group. I related to both these points of view within our CDG.
68
Volume 1 - Academic Dossier PEL Account Year 3
In previous accounts I have commented how discussions that had occurred outside the 
group had a negative impact on the group resulting in arguments being presented in a 
rigid and rehearsed way. However, at the beginning of the year, I felt the need for an 
‘after group’ when I personally felt that the change within the group was not discussed. I 
was relieved to find that I was not the only group member feeling like this. The need to 
have an ‘after group’ made me feel very uncomfortable because previously I have felt 
that it is more helpful to discuss difficulties about the group, within the group. I perceive 
this need partly arose due to characteristics of existing group members, together with an 
uncertainty about and unfamiliarity with the new group member. In addition, having a 
senior member of the course team as a facilitator created an environment whereby people 
seemed to be a little more cautious about what was discussed. This, within a climate of 
being made aware of bullying and harassment allegations within our year group, seemed 
to put people on edge with what they raised and how they raised it for fear of 
misinterpretation.
Containment is often seen as a task of an effective leader (Thomas & Hynes, 2007). This 
allows the group to feel and think about anxiety without being overwhelmed by it. The 
dilemma within the CDG system is a lack of a leader. Although a facilitator is present, 
their role is not to lead the group, therefore the extent to which they can contain anxiety 
remains, to me, unclear. Thomas and Hynes (2007) emphasize that people are ‘open 
systems’ and as such one must accept that they have a human need to balance their 
individual boundaries between the functions of an organizational life and a personal life.
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It seems that at the current time, in order to balance the demands that are being placed on 
us it is safer not to address a lot of the issues that I have reflected upon in this account.
I am on my advanced competencies placement at an in-patient neuro rehabilitation setting 
that has a diverse catchment area. In light of this clinical experience, the PEL stressed for 
me an awareness of dilemmas within both different ethnic cultures and different family 
cultures about how families deal with change to one of their members and how that 
member deals with change within themselves. This is pertinent in all settings, however, I 
have noticed it more obviously within a brain injury setting because change is often 
sudden and families are more acutely involved and affected than within some other 
settings. There is often change in caring roles if someone is no long able to care for 
themselves. This may either be in the short or long term. Potentially changing roles was 
an issue was highlighted in the PEL scenario concerning who is to give up what to 
potentially care long term for the father.
Using role play as our means of presentation I felt more able to appreciate some of the 
dilemmas that face the different family members. For me, and for other group members, I 
believe it brought the characters to life and helped us to link these views with theories, 
around acculturation, grief, interracial marriage and family care giving. Obviously, as 
psychologists within clinical practice we are encouraged to reflect on our practice and 
take account of many perspectives. Nonetheless, this gave me and others the opportunity 
to explore in more detail some of those reflections and some of the literature that I was 
unfamiliar with. This has enabled me to be more aware of some of these issues when 
working with clients who are experience similar circumstances and to be more attuned to
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a wider variety of needs. Within a busy service, without this time for reflection, it can be 
easy to forget the context individuals will be in when they are discharged from the unit. 
This may be a possible reason why patients can fail to generalize gains outside of 
rehabilitation settings.
Managing the differences within our CDG on a level that still enabled us to work 
effectively to complete the task underlined some of the issues involved in working within 
multidisciplinary teams (MDTs). Being aware of what my perceptions and what emotions 
I am potentially projecting onto other group members and possible emotions that are 
being projected into me, helps to maintain working relationships. Facilitating some of 
these discussions within teams could be a valuable role for psychologists to assist with 
team containment and cohesion, thus, contributing to a more productive working 
environment for the benefit of clients.
I perceive that a lot of the issues raised in this exercise are related to the concept of 
identity in a variety of forms. Dilemmas were presented that impacted on the identity of 
individuals around the client. This is also apparent in my current setting around changes 
in identity for both those who have suffered a brain injury and the families and social 
networks around them. Similarly, within our CDG dynamics exist around identity and 
how people identify with one another. Some members now have the identity of being the 
quiet ones or the vocal ones and there seems to be a resignation to those identities given 
the other demands that we are currently facing.
Conclusion
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This exercise emphasized a number of issues for me. Firstly, how I feel within the group 
raised issues around the need for a balance between personal and professional lives and 
how this will vary according to context, time and person. At the current time, it seems as 
if many of our needs were elsewhere. Despite having reservations about how we work 
together as a group and how comfortable I feel within that, my individual relationships 
with members outside of the group are unchanged. I value this distinction due to complex 
nature of the relationships that training produces; we are all students and colleagues, yet 
in addition there are also friendship groups. Secondly, it reinforced issues around 
sensitivity to clients differing values and belief systems that may or may not be part of a 
culture that is familiar to us. It is important not to make assumptions about how these are 
constructed. Finally, it made me think about how I am going to continue to allow myself 
valuable time to reflect on these issues in different or potentially more informal ways 
once I am qualified.
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CASE DISCUSSION GROUP PROCESS ACCOUNT SUMMARY
September 2006 
Year 1
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Introduction
This process account outlines the aims of the case discussion group (CDG), how we used 
our time and how this informed my clinical work.
Aim of Group
The CDGs were introduced as a means of creating a safe and supportive forum to reflect 
upon our clinical practice. We remain with the same group of seven peers for the entirety 
of our training. My initial anxieties about this are discussed. We agreed to use the 
sessions specifically for case presentations.
The Group and the Facilitator
We had a late member join the existing six members, half way through our first group 
exercise. This transition occurred smoothly. We were a diverse group of people in age, 
background and previous experience. This contributed to richness in discussions.
We were an all female group and having a male facilitator. I reflected on the impact of 
this on group dynamics and the stereotypes of how men and women often approach 
problems! The facilitator’s style seemed to greatly influence how the group progressed. 
We did not review our progress or really reflect upon how we were working as a group, 
this resulted in the format become restrictive.
Clinical Practice
Having the opportunity within a peer group to discuss difficulties and anxieties 
experienced during client work has felt supportive. It highlighted the importance of
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listening both to your colleagues and to clients and ensuring work progresses at their 
pace.
Future Directions
As my confidence grows in my clinical skills and my knowledge about clinical areas 
increases through additional reading and placement supervision, I feel that it would be 
beneficial to use the CDG to focus on process issues and closer examination of diversity 
issues between our clients and ourselves. It is also import to focus on successes as well as 
problems.
Conclusions
This account raised for me a number of questions about the dynamics within our group, 
the superficiality of the work we did and why we appeared to shy away from certain 
areas. Despite this we created a safe and supportive environment.
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CASE DISCUSSION GROUP PROCESS ACCOUNT SUMMARY
July 2007
Year 2
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Introduction
The aim of the account is to outline both the content and process of the case discussion 
group (CDG) over the year, its influence on my clinical work and my thoughts on future 
directions of the group.
Aims of the Group
The aims of the CDG are to create a safe and supportive forum in which we can reflect 
upon our clinical practice. Previously this group had been very task focused. The hope for 
the group this year was that we would emphasise process and diversity issues.
The Group Content
We discussed a number of different issues surrounding case material, professional issues 
and service delivery. I found these discussions useful in developing a professional 
identity and thinking about how, as a profession, we can influence the services that we 
work within.
The Group Process
Conflict felt risky and this emerged as a common theme throughout the year. We often 
reverted to being task focused rather than staying with what it was that felt uncomfortable 
or used humour to divert from difficult issues and diffuse tensions. Prior roles within the 
group appeared to become exaggerated with dominant members become more dominant 
and quieter members being unable to get their voices heard.
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The Facilitators
During the course of the year we had two facilitators. It seemed that when we could no 
longer unite against the facilitator our attentions then turned inward to the group.
Clinical Practice
The issue of how to handle conflict is an important one within clinical practice. Within 
teams professional conflict will undoubtedly arise and it is important to be able to have 
differing views yet still be able to work as colleagues within that team. In addition, it is 
also important to be able to handle conflict within a therapeutic relationship in a non 
judgemental way that will ultimately serve to strengthen that relationship.
Future Directions
Maybe next year we would be better focused on process issues within cases rather than 
within the group.
Conclusions
It seemed at times that a minority view became the dominant narrative because it was 
voiced louder with more conviction than the majority view, which somehow seemed to 
get lost.
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CLINICAL DOSSIER
This section aims to provide an impression of the broad range of experiences gained over
the course of clinical training.
Due to the sensitive nature of the material only summaries of the case reports have been 
provided. All identities of clients, their families or other treatment participants, as well as 
professionals and institutions have been removed from these summaries. Although the 
clients gave their permission for the case reports to be written, some details have been 
changed to preserve their identities. All names used in the summaries are fictitious.
For the same reasons only summaries of experience gained on the clinical placements are
provided.
Full clinical case reports and further more detailed information relating to clinical 
experience gained on placement is located in Volume II of this portfolio.
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ADULT MENTAL HEALTH CASE REPORT ONE SUMMARY
Cognitive behavioural therapy with a woman in her early 50’s presenting with 
complex post traumatic stress disorder.
May 2006
Year 1
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Reason for Referral/Presenting Problem
Jessica, a white British lady, was referred to her local community mental health team 
suffering from a post traumatic stress reaction after being raped on holiday. She also 
reported a history of childhood sexual abuse perpetrated by her father.
Assessment/Initial Formulation
Assessment took the form of a clinical interview. The initial goals we identified were 
engaging in the therapeutic process, restarting previously enjoyed activities, reducing her 
feelings of anxiety and exploring the effects that the sexual abuse had on her feeling of 
self worth. Jessica’s early experiences of abuse and feelings of not being safe fed into 
developing negative core belief about herself, others and the world. However, she had 
also been able to develop some positive beliefs about herself. She believed that she was 
to blame for any bad things that happened and the only way she could get people to like 
her was by doing things for them. The rape triggered these assumptions and perpetuated a 
cycle of negative automatic thoughts about the world being unsafe and others being 
threatening. This led to feelings of depression and anxiety and caused her to avoid fearful 
situations. Feelings of guilt and shame maintained this cycle, together with the fact she 
had not had the opportunity to process any of her traumatic experiences.
Intervention
Initial sessions were focussed on engagement and building trust and rapport. We 
collaboratively developed a cognitive behavioural therapy formulation as a means of
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understanding Jessica’s difficulties. Therapy focused on continuing to reformulate 
Jessica’s difficulties, challenging Jessica’s thoughts and beliefs, using schema focused 
techniques, in vivo exposure and reliving of the traumatic events using imagery.
Outcome/Reformulation
Psychometric measures (Beck Depression Inventory-II; Beck Anxiety Inventory; Penn 
Inventory for posttraumatic stress disorder), subjective reports and behavioural changes 
were used to measure outcome.
As therapy progressed it became apparent that as well as serving a protective function her 
positive beliefs were also an avoidance mechanism so that she did not have to think about 
her distressing feelings. As such they have helped to maintain her distress by preventing 
her from confronting it. Throughout therapy issues arose outside of our formulation 
which needed to be explored.
Critical Evaluation
This case highlighted the importance of remaining curious and attentive to the process 
and therapeutic relationship rather than the content of therapy or a treatment protocol.
Despite Jessica presenting with PTSD, I have not formulated using a PTSD model. This 
was primarily due to Jessica wanting to explore her feelings of self worth. These core 
beliefs are not addressed in detail in PTSD models.
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ADULT MENTAL HEALTH CASE REPORT TWO SUMMARY
Relapse prevention work with a man, in his early 30’s, presenting with
Schizoaffective Disorder.
September 2006 
Year 1
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Reason for Referral/Presenting Problem
Adam, mixed race male, with an Asian father and white British mother had been known 
to the Community Mental Health Team (CMHT) for a number of years and had a 
diagnosis of Schizoaffective disorder. On this occasion Adam presented to the CMHT 
because he was “feeling like a foreigner”. He was confused, depressed and felt as though 
he would be beaten up. His thinking was concrete and disorganized and he requested a 
hospital admission, which was granted. Adam was referred for psychological therapy to 
help him understand his recent distressing experiences.
Assessment/Initial Formulation
Assessment took the form of a clinical interview. We identified the following broad goals 
for therapy: to develop an understanding of Adam’s diagnosis and reasons behind his 
most recent psychotic episode and to develop strategies to recognize if and when he were 
to have another psychotic episode. In addition, it seemed he was finding it difficult to 
adapt to being back in the UK, having lived in America for many years. He was also 
having difficulties managing his relationships. We collaboratively developed a 
formulation of Adam’s difficulties using a combination of the stress vulnerability model 
and a cognitive behavioural model.
Intervention
Initial sessions were focussed on engagement and building trust and rapport. I also 
provided some psychoeducation about Adam’s diagnosis. Using time line of Adam’s life
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we identified stressors, thoughts, feelings and behaviours that he experienced preceding 
his psychotic episodes. Then, using cards describing symptoms we developed a relapse 
signature for Adam. Adam made initial improvements and then disengaged from therapy.
Outcome/Reformulation
Psychometric measures (Beck Depression Inventory-II; Beck Hopelessness Scale), 
subjective reports and behavioural changes were used to measure outcome.
The initial formulation seemed incomplete and did not seem to explain why Adam made 
initial improvements and then disengaged from therapy. According to the literature, the 
two predominant styles of recovery from psychosis are ‘integration’ and ‘sealing over’. 
At different time points, a client might shift between the two opposing poles. Initially 
Adam seemed keen to understand what was happening and then as this work progressed 
he seemed to withdraw and became less receptive to our discussions.
Critical Evaluation
This highlighted issues around informed consent to therapy and the importance of social 
support in recovery from psychotic illnesses and involving family members in therapy.
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CHILD AND FAMILIES CASE REPORT SUMMARY
Psychotherapy with a 15 year old male presenting with aggressive behaviour 
drawing on psychodynamic theories with particular reference to attachment theory.
April 2007 
Year 2
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Reason for Referral/Presenting Problem
Harry was referred to his local Child and Adolescent Mental Health Service because he 
had become verbally and sometimes physically aggressive at the residential home where 
he lived. Harry requested space to talk about his past.
Assessment Process
A psychodynamic approach was chosen because Harry requested exploratory therapy. I 
hypothesized that many of Harry’s difficulties were related to his attachments and 
difficulties forming and maintaining relationships. Harry was assessed to have suitable 
ego strength for a more psychodynamic approach to therapy. The difference and diversity 
between us is examined and attention paid to transference and counter transference 
feelings. As full as possible developmental, relationship and education history was 
gathered. Harry had a series of unsuccesstul placements before being placed in the 
residential home. He had a history of self harm and a risk assessment was carried out.
Initial Formulation
Harry’s “core pain” was the constant rejection he has faced and he tried to avoid forming 
relationships because of this. Harry believed that his behaviour and attitude meant that 
people gave him negative attention. During stressful situations, Harry has limited coping 
resources therefore resorts to self harming as a way of managing his difficult feelings. 
Harry lacked a consistent, responsive and available caregiver and I hypothesize he has an 
avoidant attachment style with some ambivalent traits.
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Intervention
The aim of therapy was to provide Harry with a temporary external secure base (me) 
from which he could explore his feelings. This was achieved by creating boundaries and 
allowing Harry to feel heard. This would facilitate working through a good ending at the 
end of therapy, so that Harry could experience a different object (me) and a different 
experience of loss than previously, thus, working towards a more secure attachment style. 
The sessions were unstructured and directed by Harry’s thoughts, feelings and needs.
Outcome/Reformulation
Outcome was evaluated through subjective reports from Harry, his keyworker and 
myself. A decrease in Harry’s physical aggression towards staff members at his home 
was reported. Overall the ideas presented in the formulation were supported in the 
intervention. Harry was very defended and his case was reformulated using Malan’s 
triangles because of the particular attention paid to defenses.
Critical Evaluation
I was not constrained by psychodynamic ideas and was able to draw on different 
techniques when it seemed appropriate. The pace of therapy was discussed together with 
the limitations of short term therapy.
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PEOPLE WITH LEARNING DISABILITIES CASE REPORT SUMMARY
An extended assessment of a woman in her early 40’s with a learning disability to 
establish her capacity to understand and be criminally responsible for harassment 
charges that had been made against, her.
October 2007
Year 2
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Reason for Referral/Presenting Problem
Eileen was referred to the Community Learning Disability Team for an assessment of her 
capacity to understand and verbally respond to a recent charge of harassment made 
against her by dance teacher and to establish whether Eileen was criminally responsible 
for her actions.
Assessment/Initial Formulation
The extended assessment included clinical interview with Eileen, interviews with staff 
and case note review. The formal assessment with Eileen included the WAIS-III^ All her 
abilities fell in the extremely low with no significant difference between her verbal and 
performance scores. It was hypothesizes that due to her global poor ability she lacked the 
cognitive capacity to weigh up her choices.
Extended Assessment
The extended assessment included the TROG^, BPVS-II^, and an unstandardised social 
reasoning task. On the TROG Eileen successfully identified sentences containing three 
key words, negatives and reversible in and on. As the sentences required more complex 
processing of information Eileen was less consistent. On the BPVS-II Eileen 
demonstrated a large vocabulary for nouns and adjectives however seemed to have more
' Wechsler Adult Intelligence Scale -  Edition 
 ^Test for Reception o f Grammar -  2"'* Edition 
 ^British Picture Vocabulary Scale -  2nd Edition
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difficulty identifying verbs. The social reasoning task illustrated that she may use 
heuristics (“rules of thumb”) in her decision making processes. This would typically lead 
to a reasonable answer but is invariably less cognitively demanding than a full calculation 
of the options and consequences when making a decision
Outcome/Reformulation
The reformulation examines a number of interacting factors including external and 
intrapersonal factors in addition to cognitive based factors to allow a more holistic 
perspective. Eileen presents as an expressively able and independent person and therefore 
people may make presumptions about her ability. Eileen’s low cognitive ability and her 
poor understanding of grammatical structures would mean she is unlikely to understand 
the information relating to charges of harassment if they were merely read to her. In 
addition, her global impairment would mean that she would find it hard to weigh up that 
information as part of the decision making process in order to respond to the recent 
charges; It is unlikely that Eileen would have been able to weigh up the information and 
consider the consequences of her actions relevant to her decision to act on this 
information that led to the charges of harassment.
Recommendations/Critical Evaluation
Ongoing psychological therapy addressing relationship issues was recommended to 
ensure that if a similar situation arose it would not result in the same outcome. The power 
dynamics between myself and Eileen are discussed.
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ADVANCED COMPETENCIES CASE REPORT SUMMARY: 
NEUROREHABILITION
A neuropsychological assessment of a forty five year old man diagnosed with a
cerebrovascular accident.
April 2008 
Year 3
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Reason for Referral/Presenting Problem
Nigel suffered from a cerebrovascular accident. He was diagnosed with a middle cerebral 
artery (MCA) infarct secondary to a left internal carotid artery dissection and referred for 
a complete neuropsychological assessment to inform his subsequent rehabilitation. 
Nigel’s main goals for rehabilitation were to return to work and driving.
Literature Review
Literature on ischemic and haemorrhagic strokes and the blood supply to the brain was 
reviewed. The MCA passes supplies a large part of the lateral surface of the frontal, 
temporal and parietal lobes (Cairns, 2004). The functions and implications of damage to 
each of these areas were discussed. Implications of mood were also discussed.
Hypotheses
Nigel will have a neuropsychological profile consistent with damage to the left frontal, 
temporal and parietal lobes. He will present with relatively intact non-verbal reasoning 
skills and visual memory. He may experience: language including impaired verbal 
fluency and semantic naming and verbal memory deficits, impairments in executive 
functioning, decreased processing speed and possible of visuospatial difficulties.
Rationale
A battery of tests was selected that provided a comprehensive assessment of cognitive 
functioning. Good clinical practice suggests only administering non-verbal measures
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when assessing with people with expressive aphasia assuming they have reasonable 
comprehension (BPS, 2002). Some additional verbal measures were included in order to 
gain qualitative information. Listed by cognitive domain, the tests selected were:
Premorbid functioning: The Wechsler Test of Adult Reading (Wechsler, 2001)
General Intellectual Functioning: The Wechsler Adult Intelligence Scale -  Third Edition 
(Wechsler, 1997a)
Memory and New Learning: The Wechsler Memory Scale -  Third Edition (Wechsler, 
1997b)
Language: Graded Naming Test (McKenna & Warrington, 1983; Warrington, 1997), 
Verbal Fluency (Leach et al., 2000).
Visuospatial abilities: Judgement of Line Orientation (Benton et al, 1983), Visual Object 
Space Perception Battery (Warrington & James, 1991), Rey-Osterrieth Complex Figure 
Test (Meyers & Meyers, 1995)
Executive Functioning: Behavioural Assessment of Dysexecutive Syndrome (Wilson et 
al, 1996), Modified Wisconsin Card Sorting Test (Nelson, 1976), Similarities Subtest 
(Wechsler et al, 1998).
Findings
Behavioural observations were noted. On formal measure of mood Nigel scored in the 
moderate range for depression (Beck Depression lnventory-2"^ Edition) and in the 
mild/moderate range for anxiety (Beck Anxiety Inventory). He has suffered a decrement
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in his processing speed, working memory and some executive functions. His non-verbal 
reasoning abilities, verbal memory and visual memory remain relatively intact.
Discussion
This profile is not entirely consistent with deficits expected with a left middle cerebral 
artery infarct. Nigel’s executive problems mean that he will have difficulty planning and 
organising himself with activities, together with his language difficulties mean that he is 
unlikely to be able to return to his previous employment. His spatial orientation 
difficulties may impact on his ability to drive.
Recommendations
I advised the multidisciplinary team about the nature of Nigel’s cognitive deficits, made a 
number of recommendations about issues that would aid Nigel to gain maximum benefit 
from rehabilitation and recommended psychological input to help address adjustment 
issues, low mood and anxiety.
Critique
The assessment was not completely comprehensive due to Nigel’s aphasia. This resulted 
in reliance in some cases of individual subtest scores over more valid global IQ or index 
measures. Supervision was used to discuss the data and continually review the 
hypotheses.
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ADULT MENTAL HEALTH PLACEMENT SUMMARY
Year 1
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Setting: Community Mental Health Team (CMHT); and Primary Care Service in South 
West London.
Dates: November 2005 -  September 2006.
Clinical Experience:
The AMH placement comprised of 11 months working at a CMHT combining work in 
community outpatients, acute psychiatric inpatient, primary care and a residential home. 
The work also included being involved in the reflecting team of the family therapy 
service for adults with psychosis. Clinical work was formulated and carried out within 
predominantly cognitive-behavioural and systemic frameworks. Psychodynamic ideas 
were discussed in supervision. Clients were from 1 8 - 6 5  years and were of came from a 
range of ethnic and socioeconomic backgrounds.
The work included assessments for individual and group therapy, neuropsychological 
assessment, brief or longer term psychological interventions and co-facilitation of two 
groups including a psychoeducational group for stress management and a cognitive 
behavioural therapy group for panic both in Primary Care. I carried out my service 
related research project on the psychiatric inpatient ward attached to the CMHT which 
evaluated a new ‘protected time’ policy aimed at enhancing the therapeutic environment 
on the ward. The findings were fed back to the service. I only did a presentation on 
Dialectical Behaviour Therapy to a Personality disorder service user group.
I attended MDT and psychology meetings, inpatient ward reviews, and inpatient and 
outpatient CPA reviews. I also visited/liaised with other professionals and services
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including GP’s, Psychiatrists, Psychotherapists, Community Psychiatric Nurses, Social 
Workers, local service user and voluntary organisations and Drug and Alcohol Services.
Presenting Problems: Assessment Tools Used:
Depression Semi structured assessment interview
Schizophrenia
Schizoaffective disorder Beck Depression Inventory -  2"  ^Edition (BDI-II)
Query Aspergers diagnosis Beck Anxiety Inventory (BAI)
Chronic Fatigue Syndrome Beck Hopelessness Scale (BHS)
Challenging behaviour Penn post-traumatic stress inventory (PENN)
Obessional thoughts
Anxiety Wechsler Adult Intelligence Scale -  3"^  ^Edition
Post-traumatic Stress disorder (WAIS-III)
Childhood sexual abuse
Bipolar disorder
Obsessive Compulsive disorder
Spider phobia
Query learning disability
Additional Training:
January 2006 - Workshop on Formulation within different models; half day
Mary 2006 - Mindfulness course; two days
June 2006 - Workshop on family therapy; half day
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CHILD AND FAMILIES PLACEMENT SUMMARY
Year 2
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Setting: Primary Mental Health Team and Children and Adolescent Mental Health 
Service (CAMHS)
Dates: October 2006 -  March 2007 
Clinical Experience:
The CAP placement consisted of six months working between a Primary Mental 
Health Team and a Children and Adolescent Mental Health Service (CAMHS) 
combining work in community outpatients, schools and client’s homes. Clinical work 
was formulated and carried out using cognitive-behavioural, systemic, and 
psychodynamic approaches. Clients were from a broad range were predominant of 
white British origin but had a range of socioeconomic backgrounds. Clients were aged 
between 7 and 15.
The work included assessments for individual therapy, brief and longer term 
individual and family psychological intervention, involvement neuropsychological 
assessments and school observations. 1 also did a presentation on applications of 
attachment theory in CAMHS to psychology meeting
1 also attended MDT and psychology meetings and visited/liaised with other 
professionals and services including Psychiatrists, Family Therapists, Speech and 
Language Therapists, Educational Psychologists, Art Therapists, Consultant 
Pediatrician, school teachers, key workers, parents and carers.
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Presenting Problems: Assessment Tools Used:
Selective mutism Semi structured assessment interview
School refusal
Anxiety Connors rating scales
Adjustment difficulties Spence Anxiety Scale
Anger management Locus of control scale
Depression
Memory difficulties Wechsler Preschool and Primary Scale of
Challenging behaviour Intelligence -  Revised (WPPSI-R)
Attention deficit and hyperactivity Wechsler Intelligence Scale for Children -
disorder Edition (WISCIV)
Obsessive compulsive disorder Children’s Memory Scale (CMS)
Child protection issues (physical
and sexual abuse)
Additional Training
November 2006 - Session on Leglislation and Govt initiatives for Children with
Alex Carlisle, Clinical Psychologist.
January 2007 - Session on Organisational structure with Bruce Holroyd , Head of 
Psychology
March 2007 -  Child protection course run by the Safeguarding children’s foundation; 2 
days
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PEOPLE WITH LEARNING DISABILITIES PLACEMENT SUMMARY
Year 2
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Setting: Community Learning Disability Team (CLDT)
Dates: April 2007 -  September 2007
Clinical Experience:
The PLD placement consisted of six months working at a CLDT and comprised of 
community, care home and day centre experience with people who had mild to profound 
LD’s. Clinical work was formulated and carried out using cognitive analytic, cognitive- 
behavioural and behavioural approaches adapted for people with LD. Clients were also 
formulated used a systemic and biopsychomodel. Clients were predominantly of white 
British origin and had a range of socioeconomic backgrounds. They were aged between 
23 and 57 years.
The work included assessments for individual therapy, long term individual 
psychological intervention, neuropsychological assessments, capacity assessments, 
functional assessments and interventions with staff groups. Finally, I co-facilitated a 
training day on ‘sexuality, personal relationships and consent’ for day centre staff from 
fives centres across the region. I also did a presentation to the care team of a particular 
client, including parents about obsessive compulsive disorder.
I attended MDT and psychology meetings. I visited/liaised with other professionals and 
services including Psychiatrists, Nurses and Health Care Assistants, Occupational 
Therapists, Speech and Language Therapists, Case Workers, day care centre staff. Social 
Workers, and Music Therapists. I have attended CPA reviews and network meetings for
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clients whose care I was involved with. I participated in a hydrotherapy session with a 
physiotherapist. Finally, I attended a systemic group supervision on a monthly basis.
Presenting Problems: Assessment Tools Used:
Depression Semi structured assessment interview
Anxiety Wechsler Adult Intelligence Scale -  111
Anger Management Wechsler Objective Reading Dimensions
Obsessive Compulsive Hampshire Assessment for Living with Others - short
Disorder form
Capacity to consent Life Events Checklist
Assertiveness difficulties British Picture Vocabulary Scale -  2"  ^Edition
Autism Test for Reception of Grammar -  2"  ^Edition
Physical Disabilities Unstandardised Social Reasoning Task
Challenging Behaviour CAMCOG
Learning Disability Regional Dementia assessment for people with Down’s
assessment. Syndrome
Additional Training:
May 2007 -  Christine Padesky resilience workshop; 2 days
May 2007 -The therapeutic relationship workshop facilitated by Barry Mason 
(Hampshire Association for Family Therapy; 1 day
June 2007 -  Health Action Training; 2 hours.
Sept 2007 -  Practical approaches to working with children and families of adults with 
complex learning disabilities (Institute of Neuropalliative Rehabilitation); 1 day.
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ADVANCED COMPETENCIES PLACEMENT SUMMARY;
NEUROREHABILITATION
Year 3
1 0 6
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Placement: Neurorehabiliation Centre 
Dates: October 2007 -  March 2008
Clinical Experience:
The Advanced Competencies placement consisted of six months working in a post-acute, 
inpatient, neurorehabilitation centre for adults over 18 years with brain injury. Clients 
were admitted for a maximum of 12 weeks or attended as day patients. All the work was 
carried out in the centre. Clinical work was carried out using neuropsychological and 
cognitive behavioural models. In addition, clients were also formulated drawing on 
psychodynamic and systemic theories. Clients had a broad range of ethnic and 
socioeconomic backgrounds. Client’s ages ranged from 20 to 63 years.
The work included neuropsychological assessments and individual psychological 
inventions including adjustment to brain injury, neuropsychological counselling, assisting 
clients to write a summary of their brain injury and helping clients learn to use 
compensatory aids for their difficulties. In addition, I was involved with psychoeducation 
with the families. The centre ran a 12 week group programme for day patients, within this 
I co-facilitated two cognitive behavioural therapy groups with a clinical psychologist, 
‘thoughts and feelings’ and ‘social skills’. I also co-facilitated a ‘living skills’ group with 
an occupational therapist and a ‘community meeting’ with a clinical psychologist and 
social worker. Finally, I spent a shift with the nursing staff.
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I attended regular goal planning meetings and liaised with the multidisciplinary team 
about my clients, including Consultant in Rehabilitation Medicine, Physiotherapists, 
Occupational Therapists, Speech and Language Therapists and Nursing staff. I also 
liaised with voluntary organisations, such as Headway and community services.
Presenting Problems: Assessment Tools Used:
Cerebral Vascular Accident 
Brain hemorrhage 
Possible dementia 
Anoxic brain injury 
Memory problems 
Aphasia 
Depression 
Anxiety 
Adjustment to brain injury 
Executive functioning difficulties 
Anger management
Wechsler Adult Intelligence Scale -  3"^  ^Edition 
Wechsler Abbreviated Scale of Intelligence 
Wechsler Memory Scale -  3"^  ^Edition 
Wechsler Test of Adult Reading 
Kaplan Baycrest Neuropsychological Assessment 
Behavioural Assessment for Dysexecutive Syndrome 
Verbal Fluency 
Graded Naming Test 
Stroop 
Token Test 
Visual Object and Space Perception Battery 
Doors and People 
Judgment of Line Orientation test 
Delis Kaplan Executive Function Scale 
Rey Complex Figure Test 
___________Modified Card Sorting Task _______ __
1 0 8
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OLDER PEOPLE PLACEMENT SUMMARY
Year 3
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Setting: Community Mental Health Team (CMHT) for Older Adults 
Dates: April 2008 -  September 2008
Clinical Experience:
The Older Adult placement consisted of six months working in a CMHT with people 
aged over 65 years. The majority of work was carried out in the client’s home, but also 
in outpatient service and in older people's residential home. Clinical work was 
formulated and carried out using cognitive-behavioural and narrative approaches. Clients 
were predominantly from a white British background.
The work included assessments for individual therapy, brief and longer term individual 
psychological intervention, neuropsychological assessments, consultation to Psychiatric 
Nurses on a continuing care ward. I did presentation on ‘Bipolar disorder’, ‘motivational 
interviewing’ and ‘learning disabilities, mental health and older adults’ to the staff team. 
In addition, I did a presentation on ‘memory rehabilitation’ to an older adults interest 
group and a presentation on ‘The Mental Capacity Act’ for multidisciplinary staff 
training at the hospital. Finally, I co-facilitated a narrative group for people with 
depression and anxiety.
I attended psychology meetings and visited/liaised with other professionals and services 
including GPs, Psychiatrists, Community Psychiatric Nurses, Occupational Therapists, 
Nursing and care staff at residential homes and a day hospital.
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Presenting Problems: Assessment Tools Used:
Bereavement Hospital Anxiety and Depression Scale
Anxiety Beck Depression Inventory
Depression Geriatric Depression Scale
Memory Loss/Dementia Beck Anxiety Inventory
Fear of falling Wechsler Abbreviated Intelligence Scale
Behaviour that challenged in a Wechsler Memory Scale -  3"^  ^Edition
Nursing home Verbal Fluency
Recognition Memory Test for Words and Faces
(short Version)
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RESEARCH DOSSIER
This section contains the research conducted over the course of clinical training and 
includes: a research log checklist, the abstract of a group qualitative research project, a 
service related research project and a major research project.
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A RESEARCH LOG CHECKLIST
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1 Formulating and testing hypotheses and research questions ^
2 Carrying out a structured literature search using information technology and literature 
search tools
3 Critically reviewing relevant literature and evaluating research methods V
4 Formulating specific research questions /
5 Writing brief research proposals V'
6 Writing detailed research proposals/protocols
I  Considering issues related to ethical practice in research, including issues of ^  
diversity, and structuring plans accordingly
8 Obtaining approval from a research ethics committee ^
9 Obtaining appropriate supervision for research ^
10 Obtaining appropriate collaboration for research ^
II Collecting data from research participants ^
12 Choosing appropriate design for research questions ^
13 Writing patient information and consent forms ^
14 Devising and administering questionnaires v'
15 Negotiating access to study participants in applied NHS settings ^
16 Setting up a data file
17 Conducting statistical data analysis using SPSS ^
18 Choosing appropriate statistical analyses
19 Preparing quantitative data for analysis ^
20 Choosing appropriate quantitative data analysis v ^
21 Summarising results in figures and tables ^
22 Conducting semi-structured interviews ^
23 Transcribing and analysing interview data using qualitative methods V
24 Choosing appropriate qualitative analyses
25 Interpreting results from quantitative and qualitative data analysis /
26 Presenting research findings in a variety of contexts v'
27 Producing a written report on a research project ^
28 Defending own research decisions and analyses V
29 Submitting research reports for publication in peer-reviewed journals or edited book TBC
30 Applying research findings to clinical practice ^
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ABSTRACT OF QUALITATIVE RESEARCH PROJECT’
An Interpretive Phenomenological Analysis Study of the Lay Person’s View of 
Psychologists working in Clinical Settings
May 2006 
Year 1
This was a group project in which one report was submitted for the group as such, this is a group abstract.
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Introduction: Lack of knowledge and uncertainty about mental health services can 
discourage people from seeking help. In America research shows a lack of understanding 
about the specific roles of mental health professionals. This study investigates whether 
this lack of understanding in America is also present in the United Kingdom. It explores 
lay person’s understanding of the role of psychologists, their willingness to access 
services and their views about the future need for psychology.
Methods: Semi structured interviews explored the views of one female and four male 
participants between the ages of 18 and 30 years. Open ended interview questions were 
designed by four trainee clinical psychologists and one trainee counselling psychologist 
to explore the study’s research questions. Each trainee conducted one pilot interview. 
These were used to refine the interview schedule. Each trainee then conducted one 
research interview.
Results: The results were analysed using interpretive phenomenological analysis. The 
epistemological stance of the researchers was discussed and the impact of preconceived 
ideas on results was acknowledged. Four master themes - uncertainty, media 
representation, social acceptability and profession image -  were identified.
Discussion: Emergent themes were understood in terms of the lack of concrete and 
accurate information available to the lay person about psychologists working within 
clinical settings. This means that they have to rely on stereotypes portrayed in the media, 
which may help to create and maintain stigma attached to psychological problems and a 
reluctance to access services. A greater need to educate the general public about the role 
of psychologists was identified and discussed.
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SERVICE RELATED RESEARCH PROJECT
An investigation of the use, perceived benefits and perceived drawbacks of a 
“protected time” initiative on a psychiatric in-patient ward.
July 2006 
Year 1
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Abstract
Aim: This study investigated staff and patients perceptions of the benefits and drawbacks 
of a newly implemented protected time policy on a local psychiatric in-patient ward.
Method'. Three ten week periods on the ward were examined for critical incidents. These 
were immediately before protected time was introduced, as it was introduced (transition 
period) and ten weeks following the transition period. The critical incidents were then 
categorised.
Staff (n=16), who worked on the in-patient ward, were given an anonymous 
questionnaire to completed asking about perceived benefits and drawbacks of protected 
time. In the event, it was not possible to gain the opinion of patients and future research 
would need to address this shortfall.
Results: The results, although tentative, suggest that the protected time policy has 
improved ward atmosphere and staff-patient relationships by increasing engagement 
between staff and patients. In addition, since the introduction of the initiative the number 
of violent critical incidents has reduced.
Conclusions: Early indicators suggest that protected time has been successful in 
achieving its aims. Staff highlight the need for training and resources in order to 
maximise the benefits of protected time for patients.
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Introduction
Throughout history, mental health hospitals have developed a reputation for being 
oppressive institutions that place emphasis on control and restraint rather than care 
(Fletcher, 1999; Barker, 2003). Historically, nursing staff have practiced formal one to 
one observation of patients as a means of reducing levels of harm to themselves or others 
(Fletcher, 1999). Despite this a National Audit of Violence carried out by the Royal 
College of Psychiatrists initially indicates that many service users, staff and visitors are 
being exposed to extremely unsafe conditions beyond their control (cited in Sainsbury 
Centre for Mental Health (SMCH), 2004). It is a fundamental aim of the two predominant 
models of mental health nursing, the Tidal Model (Barker, 2001a) and the Refocusing 
Model (Bowles, Dodds, Hackney, Sunderland, & Thomas, 2002), to reduce the number 
of critical or violent incidents on inpatient wards. It has been suggested that this can be 
achieved through engagement with the patients rather than observation of them (Bowles, 
et al 2002). Engagement is not synonymous with therapy and does not necessarily require 
high levels of staff training. The principles behind engagement are developing empathy 
with service users and “being with” them rather than “doing to” them in order to create a 
more therapeutic environment.
Barker, Jackson, & Stevenson, (1998) developed the Tidal Model following an extensive 
study into ‘the need for nursing’ in inpatient wards. This model proposes that rather than 
relying on formal observations of patients, every patient should be offered structured one 
to one time every day and be given a copy of their care plan. It advocates that patients are 
expected to engage with staff, attend activities and ward based groups every morning and 
afternoon (Barker, 2001b). The Healthcare Commission (2003) found that service users
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frequently report a limited range of activities available to them on the ward. Similarly, 
SCMH (1998) states 30% of service users are not involved in any therapeutic or 
recreational activities during their hospital admission. Ward atmosphere is an important 
factor for the outcome of treatment of psychiatric patients (Eklund & Hansson, 1997 cited 
in Johnsson & Eklund, 2004). By encouraging involvement and engagement, by proxy, 
the atmosphere may also improve.
The Refocusing Model is an explicit series of interventions based on psychological and 
organisational theories (Bowles & Dodds, 2002). Job strain is an important factor in the 
refocusing model and is made up of three cornponents: work strain, little control and 
autonomy in decision making and lack of workplace support. Acute settings place high 
demands on each of these areas. This model can apply to patients as well as staff. Thus, 
practices that reduce the strain on staff and patients will have the most beneficial effects. 
(www.prefferedfutures.co.uk).
There are a number of pilot sites that have adopted one of these models (e.g. Tidal Model 
-  Gordon, Morton & Brooks, 2005; Refocusing Model -  Bowles et a l, 2002) with 
beneficial effects, therefore starting developing evidence for the success of this way of 
working. The provision of adequate and appropriate staff remains the largest challenge 
for inpatient services (SCMH, 2004). By fostering a more therapeutic atmosphere it is 
also hope to aid staff retention.
Neither of these models has yet been adopted by inpatient settings within the Trust in 
which this study was carried out. However, ‘protected time’ is a concept included in both 
these models. It is an initiative that was recently introduced across the Trust to enable 
staff to have more contact with patients, particularly in light of a reduction in day
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services. Through some initial enquiries it was found that the amount of protected time 
varies from ward to ward within the Trust. On the inpatient ward involved in this study 
‘protected time’ is an hour every day between 1 lam and noon, when the ward is closed. 
No visitors are allowed on the ward and staff do not attend telephone calls or other 
administrative tasks, in order to be exclusively available for patients. Staff run activities, 
e.g. groups and individual sessions, for patients during this time and are also encouraged 
to eat lunch with the patients in the hour following protected time. In addition, the ward 
manager makes him/herself available to the patients should they wish to talk. Patients are 
not compelled to stay on the ward during this time, but are encouraged to do so. The
■V
inpatient ward involved in this study implemented the policy in December 2005. 
Although not yet commonplace, it is an initiative that is expanding within the National 
Health Service. At this early stage it would be useful to explore whether it was achieving 
its objectives.
Aims of Research
The broad aim of the study is to explore the effect of the introduction of an initiative of 
protected time on relationships on an in-patient ward.
More specifically, the questions posed in answering this aim are:
1. Have critical incidents reduced since the introduction of the protected time 
initiative?
2. Has protected time influenced the relationships between staff and service users?
3. What do staff perceive as the benefits and drawbacks of the policy?
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4. Are service users aware of the “protected time” policy?
5. What activities, if any, do service users become involved in?
Method
Critical Incidents
The researcher took three ten week periods from the critical incident book on the ward 
and recorded the data for the critical incidents that took place during those periods. The 
date, type of incident, description of the incident and whether the affected party was a 
staff member or patient was recorded. The data were categorised according to how they 
were classified when reported and in line with categories used previously in the literature 
(Gordon et al, 2005). The periods selected were the 10 week period immediately before 
the implementation of protected time. The 10 week period as it was introduced (transition 
period) and the 10 week period following the transition period. The data collected was 
then examined for trends.
The following categories were used:
• Intended or actual self harm
• Absence without official leave (AWOL)
• Threat of violence against staff
• Actual physical assault of staff
• Verbal abuse against other patients
• Attempted suicide
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• Damage to property
• Clinical incident (incidents directly related to treatment or care which did or could 
have a detrimental outcome)
• Sexual incident (sexual relations between two patients which is prohibited on the 
ward and therefore is recorded as a critical incident)
• Physical restraint
• Racial harassment
• Theft
• Accidental falls
• Illegal drug use on ward
Threat of violence and actual assault between service users was also used initially 
included but no such incidents had occurred and therefore were abandoned when 
reporting the data, as was verbal abuse by patients against staff.
Staff and Service Users
A structured interview for patients and nursing staff (see appendix A) was designed in 
consultation with team leaders, the research literature (e.g. Bowles & Dodds, 2002; 
Barker er al, 1998) and the aims of the protected time initiative. Team leaders were 
consulted in the design of the questionnaire for the staff (expert sampling) in order to 
enhance its content validity.
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In the event, staff were not accessible to participate in the interviews and so filled out the 
interview schedule as if it were a questionnaire. There were 24 members of staff who 
worked on the unit. Each staff member was approached by a team leader, given the 
questionnaire and asked if they wished to take part. The questionnaire was anonymous 
and voluntary and took no more than ten minutes to complete. Sixteen questionnaires 
were returned (66% response rate). Consent was presumed if the questionnaires were 
returned. Of those who returned the questionnaires five were Health Care Assistants 
(HCAs) who had worked on the ward for a mean of 4 years 3 months and 10 were 
qualified nurses, who had worked on the ward for a mean of 5 years 6 months. There was 
one member of staff who did not specify their role.
The researcher went to the unit on a number of occasions to talk to the patients. However, 
in the event it was not possible to obtain the views of the patients on the ward. This was 
because patients who were well enough to be able to answer the questions were on leave 
or at the day hospital at the times the researcher visited the ward and those who were on 
the ward, were too unwell to answer the questions.
Results
Critical Incidents
The total number of critical incidents has reduced since the introduction of ‘protected 
time’, with the biggest drop during the transition period. The total number of critical 
incidents recorded during three ten week periods were as follows: pre protected time = 
17, transition period = 7, protected time = 12. The most striking change is the reduction 
of physical assaults against staff members since the introduction of this initiative. The
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incidents that are classified as ‘violent incidents’ are illustrated in figure 1. The total 
number of violent incidents has reduced by half since the introduction of protected time 
(pre protected time total = 10, protected time total = 5).
pre protected  tim e transition period
Time period
protected  tim e
_  inten ded or actual s e lf  
harm
— threat o f v io len ce  
a g a in st staff
actual ph ysica l a ssa u lt  
of staff
_  verbal a b u s e  to other  
“  patien ts
□  attem pted  su ic id e
H  d a m a g e  to property
Figure 1 ~ A graph to show the number o f violent critical incidents on the ward.
Table 1 illustrates other critical incidents that occurred in each time period. The total 
number of non violent incidents has remained unchanged since the introduction of the 
protected time initiative. It can be seen that in some categories, no instances of the 
incident occurred.
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Table 1 -  Critical incidents (excluding violent incidents) that occurred on the ward
Type of incident Pre protected time Transition period Protected time 
(no. of incidents) (no. of incidents) (no. of incidents)
Absence without 1 0 2
leave
Physical restraint 0 0 1
Racial harassment 0 0 1
Clinical incident 1 0 1
Sexual incident 3 0 0
Theft 2 0 0
Accidental falls 0 1 1
Illegal drug use on 0 0 1
ward
Total 7 1 7
Engagement
During protected time staff (n=16) are involved in a number of activities. These include 
individual one to one sessions with service users, groups, for example, a women’s group, 
men’s group, relaxation group, a community meeting and a healthy living group and 
other activities, for example, playing board games, watching videos and playing pool. 
Staff were asked how they feel protected time has influenced their relationships with 
patients. The responses were coded. Staff feel that protected time has improved their 
relationships with the service users. This and other changes are illustrated in figure 2.
127
Volume 1 - Research Dossier Service Related Research Project
Il 10
Improved M ore o n e  to o n e  patients involved in im proved  
relationships tim e with patients care planning atm osph ere
other
Figure 2 - A graph to show the differences in staff relationships with service users since 
protected time was introduced.
The main factor that staff felt would help in carrying out protected time was more 
resources (n=8). Half of the nurses (n=5) that took part in the study thought that more 
training would help them carry out protected time and in line with this 1/5 of nurses who 
felt that a drawback of protected time was that there was no clear plan for staff on how to 
carry out the groups and confusion over the staff role during protected time. These and
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Other factors that staff felt would help in carrying out protected time are presented in 
table 2.
Table 2 -  Factors that help in carrying out protected time.
Factors that would help in carrying out Frequency of response (n=16) 
protected time
Incorporate protected time into care plan 1
Make attendance mandatory 1
More resources 8
More rooms available 1
Training 5
Supervision 2
Extra staff 1
More teamwork between staff and patients 1
Staff considered the main drawback to be poor attendance by service users. Some staff
speculated that this was due to a lack of motivation. Other drawbacks are presented in 
table 3.
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Table 3 -  Drawbacks o f  protected time.
Drawbacks of protected time Frequency of response (n=16)
No clear plan on how groups are run and 2
by whom
External staff trying to visit 3
Poor attendance and lack of motivation by 12
patients
Staff burnout 1
Admission during protected time 1
Lack of planning time 1
Admin runs into protected time. 1
Limitations
The last two aims of this study, to assess whether patients are aware of the “protected 
time” policy and to explore what activities, if any, patients become involved in, have not 
been met due to the difficulty accessing the patients population. These difficulties need to 
be addressed when planning future research into this area. Particularly given that staff 
perceive the most common drawback of protected time is poor attendance by patients. 
They believe this is due to lack of motivation. It would have been particularly useful to 
gauge patients’ views on this. It would also have been beneficial to have service users 
involved in designing their questionnaire on the ward, although this may not have helped 
solve the recruitment issue.
The questionnaire was initially designed as a structured interview and therefore the 
researcher would have been present to ask for clarification of answers, or to give 
clarification of questions where necessary. Due to difficulty in coordinating working
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hours of the staff and the researcher, the interview was administered as a questionnaire. 
This means that the data may not have been as rich as it potentially could have been.
The results generated are of use to the individual service to which they apply. Due to the 
small-scale nature of this evaluation, generalisability of the results should be made with 
caution. However, this study has highlighted useful trends that can be explored in more 
depth in future research.
Discussion
There have been a number of studies that have focused on relationships between staff and 
patients on inpatient wards as part of the treatment milieu (e.g. Alden, 1978; Ellsworth et 
al, 1971; Paul & Lentz, 1977). These have illustrated that greater interactions correlate 
with better treatment results, less readmission and better adjustment in society after 
discharge. Congruent with the literature on mental health nursing models (e.g. Barker, 
2001a; Bowles et a l, 2002), protected time appears to be meeting its aims of increasing 
engagement and reducing critical incidents on the psychiatric in-patient ward.
The tidal model (Barker, 2001a) advocates patient participation in ward based groups 
every morning and evening. It is apparent from the staff that patient attendance for 
groups just once a day is problematic. Inferences as to the reasons why can not be made 
from this study and would be an area of future investigation.
The refocusing model (Bowles & Dodds, 2002) looks to address, among others things, 
environmental factors such as work strain, which affect both staff and patients. From this 
study it can be seen that staff perceive that the introduction of protected time has
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improved the atmosphere and morale on the ward and therefore seems to also impact on 
the staff working environment as well as the proposed therapeutic benefit to patients.
The large decrease of critical incidents during the transition period may also have been 
due to other external circumstances, for example, this period spanned Christmas and New 
Year, when the ward may have been quieter due to patients being on leave. Despite this 
initial decline, the level of critical incidents seems to have risen again. However the types 
of incidents appear to have changed, in particular, a reduction in violent incidents. The 
main aim of protected time is to foster a more therapeutic atmosphere and this may be the 
reason for this change.
It is interesting to speculate why the introduction of protected time has improved staff 
relationships with service users. The literature (e.g. Bowles et al, 2002) would explain 
this as a result of increased contact and engagement with the service users. It is a means 
by which staff are able to ‘do with’ rather than ‘do to’ the service users. Johnansson & 
Eklund (2004) suggest that support, programme clarity and spontaneity were important in 
fostering a helping alliance, with support as the most important contributor. They 
speculate staff may also have a positive influence on therapeutic outcome in their bid to 
strengthen the supportive nature of the ward atmosphere. There is a plethora of literature 
(e.g. Rogers, 1957) that suggests the therapeutic relationship is the main agent of change 
within any therapeutic model. A therapeutic alliance positively correlates with the 
patients’ perception of quality of life while being in a psychiatric setting (McCabe, 
Roder-Wanner, Hoffman & Priebe, 1999). Although, protected time is not meant as 
therapy in the traditional sense. The aim is to create a more ‘healing’ and ‘therapeutic’ 
environment to aid patient recovery. In doing so, therapeutic relationships between staff
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and patients may be created and it may be this rather than the actual activities on offer 
that serve as the agent for change.
Werbart (1992, cited in Johansson & Eklund, 2004)) advocated two profiles associated 
with ward atmosphere; a supportive profile, involving support, practical orientation and 
programme clarity and an exploratory profile including involvement and personal 
problem orientation. These profiles are not considered mutually exclusive. It seems that 
the protected time initiative aims to address some of these domains or profiles, in 
particular, those around involvement, support and developing a programme. It can be 
seen from this study that by introducing a programme of activities and offering individual 
support, the atmosphere and relationships between staff and patients improved. This has 
been reflected in the reduction of violent incidents. Protected time is a new concept. 
There is a dearth of literature on exploring this topic and therefore exploratory studies, 
such as this are important in progressing knowledge about its clinical benefits.
Clinical Implications
The early indicators suggest that protected time is a successful initiative on this in-patient 
ward, both in terms of reducing critical incidents and improving relationships with 
service users, from the perspective of staff. Some staff highlight the need for training and 
resources in order to maximise the benefits of protected time. However it would be 
useful to explore further why protected time activities are poorly attended by the patients.
Feedback
The ward involved has requested a report on the study and a presentation will be made to 
the relevant psychology service. See Appendix A for letter confirming results were fed
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back to the service. The letter has been anonymised to preserve the identity of the 
service.
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APPENDIX A: LETTER TO CONFIRM RESULTS WERE FED BACK TO THE
RELEVANT SERVICE.
28 September 2006
Psycho Clinical Psychology 
Department of Psychology 
University of Surrey 
Surrey 
GU2 7XH
To Whom It May Concern:
Re: SRRP -  Felicity H ughes
This is to confirm that Felicity H ughes has fed back the findings of her small scale service 
related research project to the relevant Services.
Yours sincerely
I
Malcolm Simpson 
Chartered Clinical Psychologist
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ABSTRACT
Objective: This study explored post-traumatic stress symptoms, anxiety and depression 
in relation to bullying and harassment in the workplace among qualified mental health 
nurses.
Method: It used a cross sectional, quantitative, survey design. Participants were qualified 
rnental health nurses working for an NHS Mental Health Trust in the South East. The 
response rate was 15% (n=115). The following measures were iised: Hospital Anxiety 
and Depression Scale, Negative Acts Questionnaire, Impact of Events Scale-Revised.
Results: Bullying and harassment was common among participants surveyed. A small 
number of participants experienced post-traumatic stress symptoms as a consequence of 
bullying and harassment at work. Participants who experienced bullying had significantly 
higher levels of anxiety than those who did not. Participants who witnessed bullying had 
significantly higher levels of both anxiety and depression than those who did not. Positive 
correlations were found between types of negative act and anxiety and depression. Person 
orientated negative behaviours were a significant predictor of subjectively reported 
bullying and anxiety was a significant predictor of objective bullying.
Discussion: Implications of high levels of post-traumatic stress symptoms, anxiety and 
depression among the mental health nurses in the NHS are discussed, both in relation to 
the organisation and the individual. This research highlights that despite the Zero 
Tolerance policy towards bullying and harassment it still remains an issue. This study 
contributes to the gap in the literature about bullying and harassment in mental health 
nursing.
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CHAPTER ONE 
Introduction
1.1. The development of the nursing profession
There are long historical links between the Army, the church and the nursing profession. 
Many early nurses, including Florence Nightingale (Crimean War 1853-1856), worked in 
Army field hospitals, which gave rise to the later stereotype of the “bossy” and 
“interfering” health visitors and district nurses (Hadikin & O’Driscoll, 2000). Florence 
Nightingale also had religious sisters as part of her team and the nursing principles 
developed at this time were then transposed to civilian hospitals, resulting in the attitude 
that both patients and students should adhere to strict discipline and obedience, like 
newly conscripted recruits or religious orders. Similar hierarchies existed and patients 
and students were expected to follow orders unquestioningly if they were to recover or to 
learn (Hadikin & O’Driscoll, 2000). These training methods perpetuated a culture of 
authoritarian regimes within nursing with no easy way to disagree and no right to reply 
and served to maintain the notion that nurses should be strong and dispassionate people 
who could persist under pressure. Being unable to cope, emotionally or physically, was 
seen as a weak and undesirable character trait.
Research suggests that even today training to be a nurse can be a distressing experience 
for some students (Randle, 2003). In a qualitative study, students identified bullying 
attitudes on their placements from more senior nurses towards both themselves and 
patients, however, due to their junior position students lacked the personal and 
professional resources to challenge those practices. By the end of their training, the same
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students who initially found such practices abhorrent had begun to conform and 
assimilate those same behaviours into their professional conduct. This was a means of 
survival as they began to identify with the role models of the nurses they were 
subordinate to (Randle, 2003). Thus, students had to adjust and acculturate to a 
hierarchical system to be accepted and achieve the professional role that they had trained 
for. In turn, they served to reinforce the very same system that, at the beginning of their 
training, they found shocking.
1.2 The development of psychiatric nursing
As with other areas of nursing in the 19* century, asylums were based on principles of 
control and restraint for both patients and staff. Their mission was to provide minimum 
standards of care at low cost (Dingwall et a l, 1988). The shift in thinking about the 
causes of mental illness in the late 19* century altered the approach to mental health care. 
Rather than considering mental illness as “feeble-mindedness” it began to be thought of 
as a disease of the mind comparable to a disease of the body, prompting a call for better 
educated staff who would be able to assist the doctors, much as nurses did in healthcare 
settings (Dingwall, et a l, 1988). This gave rise to a change in the staff employed in 
asylums, from men capable of physical constraint, towards women who provided 
emotional care. Accordingly, this gender shift in staff appears to be aligned with gender 
discourses about who is responsible for care and caring.
1.3 Nursing as an oppressed group?
Throughout history, nurses have been described as an oppressed group. The traditional 
narrative of the nursing profession is that of subservience and subordination (Roberts,
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1983). This is supported by a plethora of literature that highlights nurses’ lack of 
autonomy and control (Farrell, 2001), low self esteem (Randle, 2003) and uncritical 
acceptance of the dominant groups within health care culture (Johns, 1995). This is 
echoed within mental health nursing and is illustrated from the outset with the imposition 
of a nurse training programme implemented and run by doctors (Dingwall et a l, 1988).
There is evidence from a number of different workplace settings to suggest that a key 
grievance among nurses is poor colleague relationships (Farrell, 1997; 2001). In a 
qualitative study, nurses reported that intrastaff aggression is more distressing than 
patient aggression or aggression from other disciplines (Farrell, 1997; 1999). Intrastaff 
aggression in oppressed groups is commonly referred to as horizontal violence (Freire, 
1971). In line with theories of horizontal violence in oppressed groups, it has been argued 
that nurses direct their dissatisfaction towards each other, themselves and those less 
powerful than themselves, for example students or patients (Skillings, 1992). This may be 
a response to a system that has traditionally excluded nurses from power (Freshwater,
2000). This oppression manifests itself in two ways; firstly, traditional gender oppression 
and secondly, by medical dominance (Dargon, cited in Farrell, 2001). It is interesting to 
note that within a profession whose ethos is caring for others, and within the 
organisational structures that encompass it, there is so much discord.
Power, gender and authority are crucial issues to consider when formulating the culture 
of the NHS in general. As nursing seeks its own autonomous, professional identity, the 
relationship between nurses and doctors, the traditional oppressor, is changing. Nurses 
appear less willing to engage in the established ‘nurse-doctor game’ of nurses 
communicating recommendations without appearing to do so (Stein et a l, 1990) to avoid
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undermining the ego of the medical profession. This may be linked to the change in 
nursing education from hospital based schools offering diplomas to a wide variety of 
university courses offering degrees. Nurses are therefore being socialised into their 
professional identity through different mechanisms and processes. The increasing 
numbers of women in medicine (Royal College of Physicians, 2001) and men in nursing 
(Evans, 2002) may serve to alter male dominated hierarchies and perceptions of male 
oppression, as societal discourses surrounding gender roles and responsibilities starts to 
shift.
1.4 Minority groups in nursing
The consequences of differing from the majority group have been well documented by 
numerous social and political processes throughout history (Eriksen & Einarsen, 2004). 
Examples are varied and include ethnic cleansing in wars, witch hunts and admission of 
‘morally defective’ patients to the old asylums (Dingwall et al, 1988) Social psychology 
research into group behaviour has shown that ‘outsiders’ are more negatively evaluated 
than ‘insiders’. Social identity theory illustrates that group members who are considered 
different are more likely to be perceived as one of “them” and not one of “us” (Tajfel & 
Turner, 1986), thus creating a sense of “otherness” (Oguntokin, 1998).
Historically, nursing was associated with white, middle class females (D’Antonio, 2002). 
Therefore, groups who differ from this socially constructed ideal, for example by 
ethnicity, class or gender, are at an increased risk of being socially excluded from the 
workgroup (Schuster, 1996). Within nursing, difference can be apparent in a number of 
forms, for example, gender, ethnicity or professional ambition. Leymann (1996) 
advocates that social exposure is one of the most salient factors in eliciting bullying at
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work. He argues that frustration and aggressiveness in a workplace, due to poor 
psychosocial work factors, such as deficits in leadership or poor working environment, 
will be directed at the person who is most socially exposed, for example, this could be a 
lone male in a female dominated environment or vice versa (Leymann, 1996).
Males are a minority group within nursing. An analysis of the Nursing and Midwifery 
Council (NMC) register found that male nurses only accounted for 10.73% of all 
registered nurses (www.nmc-uk.org/aFrameDisplav.aspn?DocumentID=3600). However, 
when explicitly examining mental health nursing, men accounted for 35% of current 
registered mental health nurses (S. Colbert, communications department, NMC, personal 
communication, 17 September, 2008). Research has highlighted other difficulties in male 
experiences of working in a profession that is saturated with historical discourses about 
caring roles being the domain of females. Research into male nurses’ experience of 
nursing revealed that prevailing stereotypes of men as sexual aggressors coupled with 
suspicions of homosexuality led to the sexualisation of male nurses’ touch (Evans, 2002). 
This created complex and incongruous situations, depending on the type of patient or 
staff teams, of acceptance, rejection and suspicion (Evans, 2002). The Canadian study 
interviewed eight male nurses who all had very different experiences. Although findings 
offer valuable insights, they cannot be generalised to other settings or cultures. Whether 
these experiences would resonate with male nurses in the UK, who may also belong to 
other minority groups in addition to gender, is unexamined. It is also interesting to note 
that only two of the nurses in the sample worked by the bedside. It was unclear whether 
this was because of difficulties experienced within the area of touch or whether male 
nurses were more likely to move away from traditional nursing roles. Research highlights
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that men are overrepresented in senior positions and achieve promotions more quickly 
than women, particularly within mental health nursing (Woolnough, 2006). However, the 
reasons for this are not known.
1.5 Government legislation
From 1960 until the present day there has been a number of Acts addressing employment 
conditions and practices including racial (Race Relations Act 1976), sexual (Sexual 
Discrimination Act 1975) and disability (Disability Discrimination Act 1995) 
discrimination in the workplace. This legislation addresses some of the issues 
surrounding bullying, directed at personal characteristics or circumstances.
In addition. The Protection from Harassment Act (CPS, 1997 criminalizes harassment. 
However, it does not define the term ‘harassment’ but includes the concept of causing 
alarm or distress. The legal position outlined in The Act (CPS, 1997) states that:
“a person must not pursue a course of conduct,
a) which amounts to harassment of another and
b) which the defendant knows or ought to know amounts to harassment 
of another.”
“Ought to know” is determined if a reasonable person, in possession of the same 
information, would think the course of conduct amounted to harassment of the other. The 
incident has to have occurred on at least two occasions (CPS, 1997). The concept of 
intent and repeated behaviour forms the basis of many of the definitions of harassment in 
the current literature.
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This legal protection in the UK means that all employees are entitled to work in 
environments that are free from bullying and harassment. However, it is clear that despite 
legal protection, many people still feel unable to raise concerns and pursue further action, 
preferring instead to leave their employment.
As the largest employer in Europe, the NHS has voiced a commitment to take a lead on 
promoting equality and diversity to create a fairer society in which everyone has the 
opportunity to fulfil their potential and to recognise and value difference in its broadest 
sense (http://www.nhsemplovers.org/excellence/equalitv-diversitv.cfm). The NHS 
Employers equality and diversity team has established “six strands of equality”: age, 
disability, gender, sexual orientation, race and ethnicity and religion or belief. It has also 
outlined legislation which supports these areas (see Apendix A for more information and 
a list of this legislation). The ethos of this strategic framework is to create a nurturing 
working environment free from bullying and harassment.
1.6 Bullying and harassment: The problems of definition
Bullying is not a new phenomenon. Over the last 20 years interest in the topic has 
revealed that it is prevalent throughout today’s society, in many different forms. It is 
unclear whether the problem is worsening or whether there is simply increased 
awareness. Social psychology has progressed from examining theories of adaptive group 
functioning, to exploring individual well being (Agervold, 2007) and this has highlighted 
the impact that bullying behaviour (or treatment of out-groups) has on the victims 
(Agervold, 2007). Bullying can be defined as a “systematic abuse of power” (Smith & 
Sharp, 1994). It usually occurs as an interaction within complex social structures in a
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social way. All social groups have power relations within them (Sutton et a l, 1999), 
which can then be subject to abuse or manipulation.
The definition of what constitutes bullying or harassment is part of an ongoing debate and 
the terms are often used interchangeably. Bullying and harassment does not appear to be 
an either/or phenomenon but rather an escalating process, in which the victims gradually 
face aggressive behaviours of increasing frequency and intensity (Einarsen, 2000). 
Definitions are, to some extent, influenced by the legal perspective (Rayner & Hoel, 
1997). Anything that contravenes the previously mentioned government legislation 
constitutes bullying and harassment, therefore it is helpful to include this in research 
definitions.
Hoel et a l (1999) described four elements in typical definitions of bullying:
1. Frequency and duration.
2. The reaction of the target.
3. The balance of power.
4. Intent of the perpetrator.
Of these, they believe three and four to be least important. Due to the differences that can 
occur between subjective and objective experience the issue of a perpetrator’s intent is 
complex. Someone can perceive they are being bullied even if that was not the intention 
of the perpetrator. There is also no reliable way of collecting this information. Even if it 
was possible to access information on perpetrators in a given situation, which would raise 
ethical issues in relation to bullying research, it would be difficult to establish a truth. 
Observation of working environments, would elicit behaviours and frequency, but again,
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the observer would have no way of accessing an individual’s thought processes. In 
addition, work culture affects the interpretation of bullying behaviour and the level of 
acceptance of such behaviours (Einarsen et a l, 1994) and therefore acts as a filter. These 
and many other methodological problems mean that ‘intent’ cannot be a measurable 
element of a definition of bullying.
Leymann (1996) stipulated that an act that takes places weekly for six months constitutes 
bullying. However, Einarsen and Skogstad (1996) consider an event that takes place ‘now 
and then’ can be defined as bullying if the persistent nature of the behaviour results in a 
constant feeling of fear in the victims. This anticipatory fear means that the behaviour 
itself need not necessarily occur on a weekly basis. This definition still relies on a 
subjective element of interpretation of another’s intent. One general consensus is that the 
event must have occurred on more than one occasion. The exception is sexual 
harassment, where one event is sufficient (Rayner, 1997). It is important to be aware that 
frequency does not necessarily equate to severity.
Research into the prevalence of workplace bullying indicates that rates vary from a few 
percent to more than 50% (Agervold, 2007; Beswick et a l, 2006; Einarsen & Skogstad, 
1996). This large range is more likely to reflect differences in methodologies, definitions 
and limitations rather than a true difference in prevalence rates. A commonly used 
definition in the research literature, and one that has been adopted for this study, defines 
bullying as:
“a situation where one or several individuals persistently over a period o f  
time perceive themselves to he on the receiving end o f negative actions 
from one or several persons, in a situation where the target o f  bullying has
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difficulty in defending him or herself against these actions” (Einarsen & 
Skogstad, 1996)
This definition is multifaceted and incorporates both objective behaviours and subjective 
experience and it is impossible to separate the two. Negative actions associated with 
bullying fall into one of four main groups; personal insults, intimidation, work related 
harassment (e.g. withholding information, removing responsibilities, overloading or 
taking credit for the victims work) or social exclusion (CIPD, 2005). The concept of a 
power imbalance can create situations where individuals perceive they have difficulty 
defending themselves (CIPD, 2005) and forms a central part of this definition.
1.7 Bullying and harassment in the workplace
The most advanced research on bullying in the workplace is found in Scandinavia 
(Rayner & Hoel, 1997) where there is a strong public awareness of this issue. Laws 
specifically addressing bullying were introduced in Sweden in 1993 and in Norway in 
1994. Much of the research has been carried out in Sweden and Norway and, as a 
consequence, has been published in Scandinavian Journals making the studies 
inaccessible to many researchers who do not speak the languages. Despite this, several 
studies have been published in English speaking journals. This is an important 
consideration when reviewing the literature.
Most research investigating workplace bullying uses self report questionnaires (Rayner & 
Hoel, 1997). The complexities surrounding definitions of “bullying” create difficulties in 
comparing research findings and gauging accurate prevalence rates. Much of the research 
into workplace bullying takes a general approach rather than focusing on specific
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professions. Therefore, the samples are often heterogeneous and it is hard to apply the 
results to specific workplaces. Neidl’s study found prevalence rates ranged from 17.5% to 
26.6% dependent on the occupational group (cited in Hoel et a l, 2001) but as this study 
is in German no further information is available for comparison or critique.
In the last ten years interest in this topic in the UK has increased. The first attempt in the 
UK to establish the incidence of workplace bullying was by Rayner (1997) who found 
that 53% of individuals (n=I 137) experienced bullying or harassment at some point in 
their working lives. In addition, 77% of the sample reported observing workplace 
bullying. In this study, bullies were identified as managers or people who were older than 
the victims. The participants were all enrolled as part time students at a UK university, 
but their professions were not reported. In addition, it is unclear which questionnaire 
measure was used in this study. The respondents were asked about their “worst working 
situation” using behavioural prompts e.g. persistent criticism. They were then asked 
questions on attitudes and whether or not they felt they had been bullied.
Again, in the UK, Quine (1999) found that within an NHS Community Trust 38% of 
respondents (n=I 100) had experienced at least one bullying behaviour in the previous 12 
months and 42% had witnessed bullying of others. Further research carried out within an 
NHS Community Trust found that it was statistically significant that more nurses (44%; 
n=174) experienced one or more types of bullying in the previous 12 months when 
compared with other staff, including other professional groups (35%; n=247). Nurses also 
reported experiencing significantly more types of bullying than other staff, including 
destabilising behaviours, isolation, threats to personal standing, threats to professional 
status and pressure to overwork (Quine, 2001). Nurses (50%; n=198) were also
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significantly more likely than other staff (35%; n=250) to have witnessed bullying of 
others (Quine, 2001).
1.8 How bullying develops
Historically, there is a view that bullies are in some way deficient compared to those who 
do not engage in bullying behaviour. A bullying personality has been described as one 
which fails to develop normally in childhood (Randall, 1997), possibly due to 
environmental circumstances. Other deficit based explanations include lower intellect 
(Roland, 1989), poorer social skills (Randall, 1997), lack of ability to attribute mental 
states to themselves or others in order to predict or explain behaviour or theory of mind 
(Dodge et al, 1986) and insecurity (Sutton et al, 1999) Given the social contexts in 
which bullying occurs, a more recent hypothesis has suggested that bullies have a greater 
developed theory of mind in order to manipulate social circumstance to their advantage 
(Sutton 1999).
The continuity of bullying behaviour from childhood through to adulthood has been 
established (Farringdon, 1993; Olweus, 1993). Direct methods of bullying (e.g. physical 
aggression) appear to decrease with age, while indirect methods (e.g. social exclusion or 
creating malicious rumours) increase. Indirect methods of bullying require some 
understanding by the bully as to who will collude in facilitating the exclusion and what 
level of justification others will accept to be unwitting participants (Sutton et a l, 1999). 
Females tend to engage in more indirect methods of bullying from the outset (Bjorkqvist 
et al, 1992; Rivers & Smith, 1994). Interestingly, girls have been shown to have a more 
developed theory of mind than boys of a similar age (Baron-Cohen & Hammer, 1996), 
which may indicate why they are more likely to engage in indirect methods of bullying.
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A project following up the success of anti-bullying interventions in primary schools 
highlighted a greater success at reducing bullying by boys than by girls (Eslea & Smith, 
1996) and therefore the interventions may have been more efficient at addressing more 
direct forms of bullying. Given what is known about the pervasiveness of existing 
bullying behaviour into adulthood, this could have far reaching consequences in 
professions such as nursing, which is predominantly female. It seems that if these indirect 
methods of bullying are not addressed early they are more likely to resurface in 
workplace settings.
1.9 National Surveys for NHS staff
The National Health Service (NHS) has a zero tolerance policy towards all forms of 
bullying and discrimination. Since 2003, The Healthcare Commission has been 
conducting an annual survey of NHS staff in England (Commission for Healthcare Audit 
and Inspection, 2006), one aim of which is to gather information about bullying and 
harassment and highlight trends over time. The findings inform improvements in working 
conditions and practices at a local level.
1,9.1 National Survey o f NHS Staff 2005 (Commission for Healthcare Audit and 
Inspection, 2006).
The 2005 survey had 209,124 respondents, which indicated a 58% response rate. Of these 
25% were registered nurses (including adult/general, mental health, learning disabilities, 
children and district/community). This survey indicted that physical violence against staff 
by patients or relatives had dropped from 14% in 2004 to 12% in 2005. Bullying, 
harassment or abuse from patients and relatives towards staff had dropped from 27% to
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26% in the same period. Bullying or harassment of staff by colleagues had fallen from 
16% to 15%. The survey also highlighted that 7% of all staff had experienced some form 
of discrimination during the previous 12 months. Of these, 17% of black or minority 
ethnic minority staff had experienced racial discrimination, 7% of disabled staff 
experienced discrimination based on their disability and 3% of staff over 50 years old had 
experienced discrimination on the basis of age. Staff were also asked whether they felt 
their employer took effective action after various incidents. Forty nine per cent agreed or 
strongly agreed that their employer acted effectively if staff are physically attacked, 
whereas 8% disagreed or strongly disagreed; for bullying, harassment or abuse these 
figures were 41% and 13% respectively; for racial harassment 42% fell into the agree or 
strongly agree category and 4% disagreed or strongly disagreed and for sexual 
harassment these figures were 42% and 3% respectively. These questions did not 
distinguish between hypothetical events or real events and the survey concluded that 
NHS organisations need to renew efforts to address discrimination in the workplace. 
However, this data does not distinguish between professions therefore it is impossible to 
gauge the extent to which these results affected the nursing profession, who make up the 
largest group of employees within the NHS.
1.9.2 National Survey o f NHS Staff 2006 (Commission for Healthcare Audit and 
Inspection, 2007).
The 2006 survey achieved a 53.6% response rate (n=128,328). Results from the 2006 
survey have been compiled differently making subsequent comparisons difficult. The 
findings have been broken down for types of Trust and types of profession. Therefore,
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unlike previous surveys, there are no generic statistics. In the longer term, this will be 
more beneficial for informing practice.
Mental health nurses across all Trusts experienced work related stress in 42% of cases. 
This survey showed that physical violence against staff by patients was reported in 25% 
of cases and violence by relatives in 5% of cases. Bullying, harassment or abuse from 
patients was at 40% and from relatives was 24%. The higher figures in 2006 may be a 
reflection that patients and relatives are more volatile in mental health settings than when 
levelled out across all areas. Eleven percent of staff experienced bullying or harassment 
from colleagues and 11% from managers. Only 1% of staff experienced physical violence 
from colleagues and no physical violence from managers was reported.
Ninety percent of those who had experienced physical violence reported it (n=2128). 
However, of those who experienced harassment, bullying or abuse only 63% reported it 
(n=3505). This could be because incidents of harassment are less clear cut than physical 
violence so there is less evidence of their occurrence.
1.10 Bullying and harassment within the nursing profession
Nurses and midwives are the staff groups within the NHS most affected by bullying 
(Parish, 2006). The historical factors outlined above seem to have contributed to reports 
that bullying and harassment is commonplace (e.g. Randle, 2003; Quine, 2001) and 
under-reported among today’s nursing profession (Lewis, 2001); possibly indicating 
feelings of powerlessness experienced by victims or feelings of shame associated with 
being a victim of bullying. The majority of literature examining bullying within the 
nursing profession focuses on verbal and physical aggression or sexual harassment (e.g.
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Finnis et al, 1993; Kindy et al, 2005). Little attention bas been paid to the more indirect 
forms of bullying specifically in relation to nurses, rather than as part of wider studies 
encompassing a number of professions.
1.10.1 Environmental factors
Current research suggests a relationship between high rates of workplace bullying and 
male dominated organisations, leadership style, low job control, role conflict, lack of 
participation in decision making processes and lack of support from senior staff (Quine,
2001). Many of these factors are also pertinent to the NHS. Lower band nurses may 
indeed have low job control and lack of participation in decision making. The NHS is a 
very large, hierarchical, top-down organisation and the number of top-down government 
initiatives that have to be implemented allows little opportunity for lower banded 
employees to initiate change. When coupled with weak leadership this provides nursing, 
within the NHS, with optimum conditions for maintaining intrastaff conflict. It has been 
reported that one in three nurses leave their job due to this type of conflict (Walters,
1991).
1.10.2 Physical violence
Research into nurses’ experiences of assault, rather than prevalence, is scarce (Kindy et 
al, 2005). Nurses in psychiatric wards are at the highest risk of violence (Centers for 
Diseases Control, 2002). Major nursing shortages and the constant threat of funding cuts 
to mental health services mean that psychiatric units struggle to maintain a therapeutic 
environment for their patients (Kindy et a l, 2005). Low staff morale, poor working 
environments, high pressure and lack of perceived control are factors that increase
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workplace stress and have been associated with an increase in bullying behaviour 
(Hadikin & O’Driscoll 2000).
An Australian study found that 88% of nurses surveyed (n=59) in a psychiatric setting 
had experienced verbal or physical assault (Delaney et a l, 2001). Physical bullying or 
assault is rarely reported in the general workplace bullying literature (Einarsen et a l, 
1994). It appears that high proportions of psychiatric nurses experience physical violence 
during the course of their work and therefore this may increase the prevalence, severity 
and sequelae of bullying behaviour among this group that has been overlooked in 
previous research.
Kindy et a l (2005) conducted a qualitative study exploring experiences of registered 
nurses working in an environment where assault is a continual threat. Their findings 
revealed that nurses manage this in a variety of ways, including suppressing their 
emotions and behaving in a way contrary to how they felt, undoubtedly creating a level of 
emotional dissonance. This coping strategy echoes historical views that nurses should not 
display weakness and should suffer for their vocation. Participants in Kindy’s study 
(2005) also highlighted that times when the risk of violence was perceived to have 
increased were times when there was dissatisfaction with management and a sense of 
“not being heard” by either management or other professional groups affiliated with the 
unit. The nurses interviewed reported a number of psychological sequelae to working 
within this environment, including constant worrying about returning to work and mood 
changes, such as irritability and withdrawal. The NHS has clear policies of intent to 
prosecute if staff are assaulted (NHS Executive, 1999) thus counteracting any potential 
assumptions that violence in mental health services is inherent in the job and is therefore
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tolerated. However, if the perpetrators of violence are patients it seems that nurses are 
expected to continue their role with minimum recognition. This increases the level of 
emotional dissonance among nurses who experience this behaviour because they are 
receiving contradictory messages regarding the acceptability of violence and the 
importance (or not) of their role in society.
1.10.3 Sexual harassment
Although sexual harassment is one element of bullying it is addressed slightly differently 
in the literature because, unlike other forms of bullying, one event is enough to constitute 
bullying or harassment. Sexual harassment, like other forms of bullying, is about abuse of 
power and status rather than simply being about sex and is often viewed within the 
context of institutionalised male power (Robbins et a l, 1997). Nursing involves 
negotiating access to a patient’s body against established social norms (Lawler, 1991). 
Nurses have to balance this contradiction of their own cultural background with 
upholding these norms for their patients thus creating the possibility for perpetrators to 
exploit the caring role of nurses (Robbins et a l, 1997). Within the nursing literature, 
sexual harassment also differs from other harassment in that perpetrators are 
predominantly, although not exclusively, male patients on female staff (e.g. Finnis et al, 
1993; Finnis & Robbins, 1994; Grieco, 1987). Other harassment literature is not so 
consistent about the nature of victims or perpetrators.
Most studies to date have focused on the impact of sexual harassment on workplace 
performance rather than on the impact sexual harassment has on the psychological health 
of its victims. This in turn will impact on workplace performance.
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1.10.4 Psychological consequences o f bullying and harassment
Bullying is an extreme form of social stress and has been described as a chronic form of 
abuse (Tehrani, 2004). Victims of workplace bullying demonstrate a range of 
psychological, psychosomatic and musculoskeletal symptoms, such as low self esteem, 
anxiety, depression, concentration difficulties, chronic fatigue, sleep problems, stomach 
problems, backache, headaches, anger, self hatred and suicidal thoughts (Mikkelsen & 
Einarsen, 2002). Bullying may change an individual’s perception of their work 
environment to one of threat, danger, insecurity and self doubt. This, in turn, may be 
generalised to the rest of the individual’s life (Janoff-Bulman, 1992).
A quantitative study on Norwegian assistant nurses found a significant relationship 
between exposure to ongoing workplace harassment and an increased level of bum out, 
lowered job satisfaction and decreased psychological well-being (Einarsen et a l, 1998). 
Assistant nurses (n=745) completed measures on job satisfaction (20 items), burnout (25 
items) and psychological well being (six items). They were also asked to complete the 
Negative Acts Questionnaire (NAQ) and, in contrast to other research (e.g. Commission 
for Healthcare Audit and Inspection, 2006; 2007) this study found that other nurses or 
assistant nurses were the perpetrators, rather than patients or relatives. This appears to be 
one of the few studies that explores the psychological sequelae of bullying among the 
nursing profession. The psychological well-being scale included items on sleeplessness, 
anxiety and depression (Einarsen e/ a l, 1998), however, considering there are only six 
items the validity of the scale could be called into question.
Following sexual harassment, women experienced feelings of depression, anxiety, 
irritability and low self esteem which is also common in .the workplace bullying
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literature. In addition, they often reported feelings of disgust, anger, humiliation and a 
sense of alienation (Gutek & Koss, 1993). Sexual harassment in the workplace has been 
found to produce post-traumatic stress symptoms in nearly a third of its victims (Avina & 
O’Donohue, 2002).
1.10,5 Attribution Theory
Individuals make attributions about the causes of their own behaviours, or that of others, 
in order to make sense of the world. This cognitive perception may then affect their 
motivation. People make attributions in order to make predictions about the future and 
allow a perception of control over events (Kelley, 1967). Attributions are socially and 
individually constructed templates that are developed and measured against, and 
reassessed through, experience. Internal attributions assign causality to factors within the 
individual, whereas external attributions assign causality to an outside factor, such as the 
situation, chance or luck. In addition, these attributions may be stable (occur in all 
situations) or controllable (whether an individual can exert control over something) 
(Rotter, 1966) and determine an emotional response to a situation (Weiner, 1985). How 
an individual forms attributions about their own and others’ behaviour in a situation in 
which they feel bullied or harassment could directly influence the psychological impact 
of that event.
Central to many definitions of workplace bullying, including the definition above, is the 
victim’s perception of feeling unable to cope or ‘unable to defend themselves’ from the 
negative acts; an internal, uncontrollable attribution. It has been found that individuals 
low in self esteem or self efficacy are likely to experience more victimisation when faced 
with bullying or harassment (Einarsen, 2000). Low self esteem is found to be a consistent
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correlate of self reported exposure to bullying (Einarsen, 2000), whereas self efficacy 
appears to moderate the relationship between exposure to bullying behaviour and 
psychological health complaints (Mikkelsen & Einarsen, 2002).
Research suggests that females are more likely to attribute the cause of negative events to 
internal causes (Dweck et a l, 1978; Janoff-Bulman, 1979). As nursing is a female 
dominated profession this may impact on how bullying is experienced, managed and 
acknowledged within the profession. Unless appropriate support systems for managing 
bullying are in place, victims will not feel able to report incidents. This is illustrated in 
the NHS survey 2006 (Commission for Healthcare Audit and Inspection, 2007) where 
only 64% of people reported bullying or harassment. Continued silence on the part of the 
nurse can be interpreted as collusion by the harasser (Robbins et al, 1997).
1.10.6 Economic Consequences
People who are bullied tend to display poor performance, increased sickness and absence 
and experience isolation in the workplace (Lewis, 2001).They also tend to report lower 
levels of job satisfaction, being overworked and pressured and getting little job credit 
(Lewis, 2001; Robbins et al, 1997). Staff who are bullied could cost their employers up 
to £200,000 in sick leave, redundancy, pension and other costs (Hadikin & O’Driscoll,
2000), and those who are bullied at work are more likely to leave their job (Quine, 1999), 
regardless of whether they take additional action. Any ensuing bad publicity from legal 
cases or reputation could also make future recruitment difficult.
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1.11 Theories of trauma
Post-traumatic stress disorder (PTSD) is one reaction to traumatic stressors. Symptoms 
include reliving the event via intrusive thoughts or nightmares, avoiding reminders and/or 
feeling emotionally numb and persistent feelings of anxiety. The criteria for PTSD are 
outlined in the Diagnostic and Statistical Manual of Mental Disorders - Edition 
(American Psychiatric Association, 1994; See Appendix B for full criteria). PTSD is one 
of the few psychiatric diagnoses that includes assumptions regarding its aetiology 
(Bodkin et al., 2007) as in order for a diagnosis to be made a “significant traumatic 
event” must first have occurred (APA, 1994). The types of events likely to cause a post- 
traumatic stress reaction are those that challenge beliefs of personal invulnerability and 
will involve indications that the world is unpredictable and uncontrollable (Foa et al,
1992), for example major illness or disability, physical or sexual assault, social 
humiliation, transgression of one’s own moral code, loss of employment, divorce or 
separation, bereavement, involvement in potential or actual accidents, conflict and natural 
disasters. In circumstances where such beliefs have already been violated an event that 
confirms the violation may also be traumatic (Brewin et al, 1996). There are two types of 
reactions to trauma within the PTSD criteria. Type 1 trauma reactions are associated with 
a discrete, relatively recent event. Type 2 trauma reactions are characterized by repeated 
or extended trauma (APA, 1994). Bullying and harassment is most likely to fall in the 
latter category as the event must have occurred on more than one occasion.
One explanation for PTSD is deficits in cognitive-emotional processing (Rachman,
2001). For effective emotional processing, emotional disturbances are absorbed to the 
point where behaviour and other experiences are not disrupted. If emotional processing is
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not effective, emotional activity can become intrusive in the form of post-traumatic stress 
symptoms. Memory functioning plays a crucial role in processing psychological trauma 
and during a traumatic event the occurrence of intense arousal interferes with the 
information processing of that event (Turnbull, 1998). Workplace bullying or harassment 
could be experienced as such a crisis. Traumatic memories are processed in a more 
sensory capacity than non-traumatic memories, leaving them more easily accessible and 
producing a sense of serious current threat resulting in persistent PTSD (Ehlers & Clark, 
2000). Individuals who would recover from a trauma naturally or those with non 
traumatic memories process information in a verbally accessible autobiographical 
manner. The event is seen as time limited with no global negative appraisals about the 
future (Elhers & Clark, 2000). Delayed onset PTSD occurs when a later event gives the 
original trauma or its sequlae a much more threatening meaning (Elhers & Clark, 2000).
To admit to being a victim of workplace bullying and harassment means acknowledging 
problems in coping (O’Moore & Hillery, 1989). This may perpetuate perceptions of 
weaknesses and is potentially stigmatizing. In a profession that historically portrays an 
image of strength, both physically and emotionally, this may be exceptionally difficult 
and surrounded by feelings of guilt and shame. In addition to the trial of admitting being 
a victim, guilt and shame are known to maintain psychological distress, in particular post- 
traumatic stress symptoms (Foa & Meadows, 1997).
1,11.1 Post-traumatic stress without the traumatic event
For a diagnosis of PTSD both of the following must be present during the traumatic event 
(Criterion A; APA, 1994):
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1. Actual or threatened death, serious injury or a threat to the physical integrity of 
self and others and
2. Feelings of intense fear, helplessness or horror.
There is debate within the current literature as to the validity of PTSD as a diagnosis and 
whether the same symptoms can be experienced without the Criterion A event. In 
addition, many of the symptoms included in the diagnostic criteria are similar to those 
observed in other mood and anxiety disorders (Bodkin et a l, 2007).
There has been a plethora of research into the effects of bullying and post-traumatic stress 
symptomology in the workplace (e.g. Matthiesen & Einarsen, 2004; Mikkelsen & 
Einarsen, 2002). The majority of workplace bullying does not meet Criterion A, thus 
there is a lack of formal recognition that bullying can result in PTSD diagnosis. However, 
Dahl et a l (a Norwegian text; cited in Matthiesen & Einarsen, 2004) advocate that PTSD 
develops if an event is perceived as threatening beyond a certain level, although the level 
is not stipulated. They argue that risk factors include a prolonged incident(s), lack of 
adequate leadership or social connections and man-made aggressive acts. A diagnosis of 
PTSD following workplace bullying could be made under this interpretation. However, 
despite debates surrounding diagnosis it is important to make the distinction between 
post-traumatic stress symptoms and PTSD.
Mikkelsen & Einarsen (2002) highlight that, based on self report measures, 76% of 
participants (n=118) questioned portrayed symptoms of PTSD as a result of workplace 
bullying. Of those, 29% met all the criteria for a PTSD diagnosis and 47% met all but 
Criterion A. The measures used were the NAQ, a modified Post-traumatic Diagnostic 
Scale (PDS), the World Assumptions Scale and a life event scale devised for this study.
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Items that pertained to the nature of a traumatic event were removed from the PDS 
because they were considered inapplicable. This will affect the validity and reliability of 
the measure and therefore results must be interpreted with caution. The participants in 
this study were recruited through a victim support group and trade union members who 
had sought advice about workplace bullying, therefore, the prevalence rates may be 
unrepresentatively high. Twenty one per cent of this group were nurses but the results do 
not differentiate between the presence of symptoms and the various professions of the 
respondents.
Another study of 165 care professionals showed that over a two year period 40% had 
experienced bullying and 68% had witnessed bullying. Of the 67 care professionals who 
had been subject to bullying 44% were suffering from high levels of post-traumatic stress 
symptoms (Tehrani, 2004). This study did not expand on the specific professions of the 
participants, therefore it is not known whether it included nurses and, if so, in what 
proportions, although it illustrated that over half of the perpetrators were managers and a 
third non managers or peers. This study examines retrospective reports over a two year 
period, making it difficult to compare with other studies that examine behaviour over a 
six month period. Asking detailed questions about events that happened two years 
previously must be considered alongside limitations of the reliability o f retrospective 
memory.
Research exploring the prevalence of post-traumatic stress symptoms in the general 
population following non traumatic events found that many life events can generate at 
least as many post-traumatic stress symptoms as traumatic events (Mol et al., 2005). 
Participants (n=832) were asked about the worst event in their life and were then asked to
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keep this event in mind when filling out the Post-traumatic Stress Symptom Scale-Self 
report version (PSS-SR). Unlike previous studies, no items were omitted from this scale. 
Events were classified into traumatic and non traumatic in accordance with DSM-IV 
recommendations (APA, 1994). These findings were maintained for events occurring in 
the previous 30 years even after stratifying for time since the event. However, the use of 
PSS-SR on non clinical populations has not been researched, therefore certain items, such 
as reliving the event, may be open to misinterpretation. Due to lack of exposure, non 
clinical population may interpret such questions as active remembering rather than re- 
experiencing (Mol et a l,  2005). In addition, the nature of the non respondents is 
unknown and may include those who wishing to avoid painful memories, or those who 
did not feel that an event they had experienced was relevant and therefore the 
questionnaire was inapplicable (Mol gr <?/., 2005).
These and many other studies (e.g. Avina & O’Donohue 2002; Leymann, & Gustafsson, 
1996; Scott & Stradling, 1994) indicate a growing body of research that suggests 
individuals may experience post-traumatic stress symptoms in a variety of settings and in 
some cases meet all the criteria for PTSD. This fuels the debate about the validity of 
PTSD as a diagnostic category. However, although there is undoubtedly overlap between 
symptoms of different disorders, it is the combination of the different types of symptoms 
that led to the creation of a separate diagnostic category.
1.12 Rationale for research study
To date, there have been no attempts to investigate a link between bullying and post- 
traumatic stress symptoms within the nursing profession. Given the high incidence of 
bullying among nurses and the high incidence of post-traumatic stress symptoms among
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those who are bullied over a prolonged period of time at work, it would be expected that 
there are a proportion of nurses who are suffering from these types of symptoms.
The NHS is currently experiencing a recruitment and retention crisis within the nursing 
profession and it is possible that the incidence of bullying is a contributing factor. 
Therefore, it is important to explore this area in more detail. The results o f this study may 
highlight the extent of this problem among nursing staff and, as such, be used to inform 
areas of improvement in working conditions and practices.
1.13 Research Questions
1. To what extent are mental health nurses exposed to bullying and harassment in 
the workplace?
2. To what extent does bullying and harassment influence psychological well being 
and in particular, post-traumatic stress symptoms, anxiety and depression among 
mental health nurses?
3. What factors contribute to bullying and harassment in the workplace?
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CHAPTER TWO 
Research Paradigms, Methodologies and Methods
2.1 Introduction
The methods by which we collect data have a key effect on the extent to which research 
will allow critical analysis of the phenomenon under investigation (Habermas, 1990). 
Previous research into workplace harassment and bullying has employed one of three 
methodologies. Firstly, descriptive and epidemiological studies, which use methods such 
as self report postal questionnaires or structured interviews to explore prevalence, 
differences in demographics and nature of bullying (e.g. Einarsen & Skogstad, 1996; 
Rayner, 1997). Secondly, qualitative studies that explore individual experiences (e.g. 
Crawford, 1997; Randall, 1997) and thirdly, research that explores the interaction 
between individuals and organisational climate and culture (e.g. Einarsen et al., 1994; 
Einarsen & Stogstad, 1996). This study has adopted the first, quantitative, approach. 
However, before discussing methods and measures used, it seems worthwhile to first 
critique the research paradigm, to demonstrate the appropriateness of a quantitative 
approach in the investigation of depression, anxiety and post traumatic stress symptoms 
following bullying or harassment at work among psychiatric nurses.
2.2 Quantitative Research
Traditionally, the governing values of robust empiricist research in western science are 
detachment, objectivity and rationality (Gilhooly et a l, 2003). Thus, quantitative research 
can be allied with measuring, manipulating and specifying causal links
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between specific variables in order to test hypotheses. Quantitative research is based on 
the assumption of a single, objective, observable reality which is publicly verifiable and, 
therefore, not based on internal subjective experience. It is experimental, deductive and 
produces numeric data, which is often generalisable, reliable and realistic (Sarantakos, 
1998).
2.2.1 Evaluation o f Quantitative Research
Quantitative research is commonly evaluated using validity, objectivity, generalisability 
and reliability as benchmarks. These are addressed in general terms, in turn below (see 
Measures section for specific details of these in relation to the measures used in this 
study).
In general terms, validity refers to the property of being true, correct and conforming to 
reality (Reber, 1995). Internal validity refers to the degree in which a test or measure is 
fulfilling its intended role (Dunbar, 1998). Conceptual development of questionnaire 
items frequently emerge from themes in the literature (Breakwell et ah, 1995) therefore, 
even the most valid measures are based on a constructed reality. Objectivity or construct 
validity questions whether the study succeeded in measuring the attributes or variables it 
was intended to measure and relates to the concept of an observable reality. If a research 
study employed a sampling strategy that allows for the generalisation of its results 
beyond the specific research participants, research setting and time period, it is 
considered to have external validity. If results are to be considered generalisable, then it 
should be specified as to whom and in what setting they are applicable. If data collection 
instruments provide accurate, consistent, repeatable and stable measures of the attributes
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or variables the researcher intended to measure, they are considered reliable. Reliability 
of measurement reduces the influence of researcher bias and hence enhances objectivity.
2.3 Qualitative Research
Qualitative research is a form of social inquiry that uses descriptive data i.e. the 
participants’ own written or spoken words or observable behaviour, to investigate the 
way people interpret and make sense of their experiences and surroundings (Holloway, 
1997). Clinically based research is rarely unambiguous. Most psychological theories 
support a view that the reality is subjective and, therefore, often not widely generalisable 
(Holloway, 1997)
With the growing popularity in recent years of qualitative methodologies within 
psychology, quantitative methodologies have received much criticism, namely, that these 
methods ignore the lived experience of the individual. The rise of research within the 
service user and carer involvement movement in clinical psychology has also lent itself to 
qualitative approaches. In particular, research exploring service user and carer 
experiences in order to improve services and access to those services (Smith, 2004). 
However, qualitative research has its own limitations. It can have problems of relevance 
caused by extreme subjectivity and the risk of collecting meaningless and irrelevant 
information during the course of less structured interviews (Sarantakos, 1998). The 
findings may be unrepresentative and ungeneralisable and the research process itself may 
be hindered by difficulties in objectivity and attachment. An awareness of ethical issues 
raised by entering the personal sphere of the participants is essential. Qualitative research 
has its own set of criteria for evaluation that are not the same as, but map on to, those
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traditionally used for evaluating quantitative research, including dependability, neutrality 
and transferability (cf. Lincoln and Cuba, 1985, for a detailed discussion of these).
It is not the case that one paradigm or approach is more scientific or superior to the other, 
but rather that they both contribute to our understanding by utilising different qualities to 
answer different questions for different purposes. This study focussed on the experiences 
of the service providers -  the staff. Due to the limited research exploring links between 
psychological distress and bullying and harassment among psychiatric nurses it was 
important to first establish whether this phenomenon existed. A second phase (which is 
beyond the scope of this study) could explore the lived experience of both victims and 
perpetrators to investigate antecedents, the process and the consequences for the bullying 
behaviour and subsequent distress, which would enhance the complexity and richness of 
the current data.
2.4 Method
2.4.1 Study Design
A quantitative design was selected for this study because it best addressed the research 
questions regarding prevalence of bullying and harassment within the nursing profession 
and the factors that contribute to it. In addition, a quantitative design enabled a wider 
sample to be approached and therefore gave a voice to multiple perspectives in a field 
that is still stigmatised and under-researched.
The study was a cross sectional survey design, in which participants were approached 
only once, at a single time point. It investigated the prevalence of harassment and 
bullying in the workplace and the extent to which this results in post traumatic stress
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symptoms. An advantage of survey design was that it reduced time pressures on already 
stretched clinical staff and allowed them to challenge their thought process through 
structured questioning of topics that may otherwise not have been considered. This 
particular topic allowed staff an anonymous opportunity that they may not have 
previously had to share some of their experience and, in so doing, providing an 
opportunity for the experiences to be validated. It is important to be mindful that this 
approach can suffer from time of measurement effects, where respondents can be overly 
influenced by recent events (Breakwell, Hammond & Fife-Schaw, 1995).
2.4.2 Study sample and recruitment
The inclusion criteria for the study were that participants had to be qualified mental 
health nurses working within the NHS. The entire population of qualified mental health 
nurses working in a London mental health trust were approached (n=795) thus enhancing 
external validity. The questionnaires were sent to departmental addresses via the Human 
Resources Department. The total number of questionnaires returned was 134. Of those, 
19 were returned unopened as the staff member no longer worked for the trust or could 
not be located.
As outlined in the information sheet (see Appendix C) all questionnaires are numbered. 
Participants were advised to record this number and, if they decided to withdraw at a later 
date, by quoting this number they could be removed from the database. No participants 
withdrew their information.
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2.4.3 Procedure
Participants were asked to fill out a brief questionnaire pack (see Appendix D) on one 
occasion only. The questionnaires were piloted on trainee clinical psychologists and 
teachers to ascertain how long they would take to complete. Feedback was received on 
presentation and ease of completion and the questionnaires were amended accordingly. 
The pack took no longer than 20 minutes to complete and was completely anonymous. A 
pre-addressed, freepost envelope was provided for return of the questionnaires. Consent 
was assumed if a participant returned the pack.
2.4.4 Response rates
There is extensive discussion about what constitutes a good response rate for survey 
methods. The response rate is very much influenced by topic, design and nature of the 
survey and therefore there is no categorical answer. Response rates for postal surveys of 
the general public can vary from 80% for inoffensive topics to 40% for more sensitive 
ones (Breakwell, Hammond & Fife-Schaw, 1995). Other research suggests that 20% is a 
common response rate for postal surveys (Burgess, 2001). As expected, longer 
questionnaires produce lower response rates than shorter ones. The response rate for this 
survey was 15%. It was hoped that it would achieve approximately 20% owing to its 
sensitive nature and brevity. The lower response rate may be due to victims of bullying 
feeling unable to come forward or those who have not been bullied thinking and feeling 
that the topic was not applicable to them.
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2.5 Research Hypotheses
1. Nurses will experience bullying and harassment in the workplace.
2. Nurses will experience bullying and harassment in the workplace as a traumatic 
event and report post-traumatic stress symptoms as a consequence.
3. There will be a difference in levels of anxiety and depression between participants 
who experience bullying and harassment in the workplace and those who do not.
4. There will be a difference in levels of anxiety and depression between those 
participants who witness bullying and harassment in the workplace and those who 
do not.
5. Experience of previous traumas, work setting, age of victim, task orientated 
negative behaviours and person orientated negative behaviours may contribute 
towards bullying and harassment in the workplace.
2.6 Measures
The following measures were chosen and constituted the questionnaire pack. The 
rationale for selecting each measure and issues of reliability and validity are discussed in 
turn below:
• Hospital Anxiety and Depression Scale (HADS; Zigmond & Snaith, 1983)
• Negative Acts Questionnaire (NAQ; Einarsen et al, 1994)
• Impact of Event Scale - Revised (lES-R; Weiss & Marmar, 1997)
• General health questions
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• Demographic information sheet
2.6.1 Hospital Anxiety and Depression Scale (HADS; Zigmond & Snaith, 1983)
The Hospital Anxiety and Depression Scale (HADS) was chosen as it provides a brief 
state measure of both anxiety (seven items) and depression (seven items). Due to the 
common occurrence of both these states in the literature following bullying and 
harassment it was important to include a measure that addressed them. The HADS was 
originally designed for use in medical and outpatient settings to assess for both clinical 
‘caseness’ of depression and anxiety and severity without contaminating scores with 
reports of physical symptomology (Zigmond & Snaith, 1983).
The HADS has been found to demonstrate good psychometric properties in terms of a bi- 
dimensional factor structure tapping into separate but related factors of depression and 
anxiety (Mykletun et a l, 2001).
The HADS has been shown to have good internal consistency across a range of samples 
as measured by Cronbach’s alpha (cf. Dagnan et a l, 2000; Moorey et a l  1991; Mykletun 
et a l, 2001).
The face validity o f the HADS is good and respondents have reported it easy to use. Two 
independent factors accounted for 53% of the variance and these factors were replicated 
on subsamples. Items loaded as expected with the exception of item 7 (“I can sit at ease 
and feel relaxed”), which loaded onto both factors (Zigmund & Snaith, 1983).
2.6.2 Negative Acts Questionnaire (NAQ; Einarsen et al, 1994)
The Negative Acts Questionnaire (NAQ) is a research tool designed for measuring
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perceived exposure to bullying and victimization at work. It measures frequency of 
workplace bullying. It was chosen as it is the most prevalent measure in the literature for 
measuring bullying behaviours, thus allowing easier comparisons with other research. All 
items in the NAQ are written in behavioural terms, with no reference to the terms 
bullying or harassment. This allows participants to respond to each item without having 
to label themselves as bullied or not. However, after responding to these items, a 
definition of bullying at work is introduced and the respondent must indicate whether or 
not they consider themselves as victims of bullying at work according to this definition. 
The original Norwegian version consisted of 21 items derived from literature studies and 
interviews with victims of workplace bullying.
The revised English version was developed from the Norwegian original and group 
interviews with UK employees (n=61) consisting of 29 items. It was then used in a 
representative survey of 4996 UK employees from 70 UK organizations representing 1 
million employees. The response rate was 43%. Internal stability was 0.92 as measured 
by Cronbach’s alpha. A factor analysis with varimax rotation revealed two factors: 
personal bullying (13 items) and work related bullying (9 items). Internal stability was 
0.87 and 0.81 respectively. Items that were removed from the scale following this 
analysis were those related to sexual harassment, violence and racism, which were seen 
as related but distinct concepts (Einarsen & Hoel, 2001). The factors are interpreted using 
the mean for each scale to gauge frequency over the previous six months. No standard 
measure of workplace bullying exists in this field, however, there are published peer 
reviewed articles using the NAQ. Therefore, by using this instrument for future research, 
allowing for its continued development will enable better comparisons of survey results
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from different national cultures and organizational settings.
Although this study used the 22 item revised version of the NAQ it also included the 
removed items asking about sexual harassment, violence and racism. In the current 
climate of equality and diversity and the new policy directives within the NHS, it seemed 
inappropriate to exclude these distinct concepts.
The data from the NAQ is used in a number of different ways. Firstly, participants are 
given a definition of bullying and asked to state whether or not they feel they have been 
subject to bullying in the last six months. This question is used as a measure of 
subjectively reported bullying. Secondly, objective bullying criteria is ascertained if 
participants state that they have been subject to at least one of the negative acts listed, at 
least weekly (Leymann, 1996). Thirdly, the negative acts listed make up two subscales: 
person orientated negative behaviours and task orientated negative behaviours. The 
former refers to items such as ‘being humiliated or ridiculed in connection with your 
work’ or ‘having allegations made against you’. These items are behaviours that target an 
individuals self worth. The latter refers to items such as ‘someone withholding 
information which affects your performance’ or ‘excessive monitoring of your work’. 
These items are related to an individual’s practical ability to carry out their job (see 
Appendix E for a full list of all the items that make up each category). Finally, frequency 
of negative acts is collated from this measure, however, it is important to note that 
frequency does not necessarily equal severity.
2.6.3 Impact o f Event Scale -  Revised (lES-R; Weiss & Marmar, 1997)
The original Impact of Event Scale (lES) comprised two subscales, intrusion and
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avoidance, which loosely assessed the diagnostic criteria B and C for PTSD (Weiss, 
2004). The Impact of Event Scale -  Revised (lES-R) was devised to take into account the 
hyperarousal symptoms that were absent from the original lES, therefore, it has three 
subscales: intrusion (eight items), avoidance (eight items) and hyperarousal (six items). 
Both measures ask about post traumatic stress symptoms that the participant has 
experienced in the last seven days. The lES-R was chosen over other PTSD measures 
(e.g. PTSD checklist, PCL or the post-traumatic diagnostic scale, PDS) because, unlike 
some measures, it is not a diagnostic tool. This study is concerned with symptom clusters 
rather than seeking a diagnosis.
The lES-R total score has been highly correlated with the PCL. The internal consistency 
of the total scale has been shown to be high (cf. Creamer et al, 2003; Weiss & Marmar, 
1997), suggesting that the items that make up each subscale (intrusion, hyperarousal and 
avoidance) are addressing a single construct. The factor structure is not consistent with 
these subscales (representative of PTSD symptoms clusters). However, this finding is 
common to several other PTSD measures and is probably more indicative of the validity 
of the DSM-IV (APA, 1994) conceptualization of the disorder than the psychometric 
properties of the measurement instruments (Creamer et al., 2003). Self report measures 
should have an internal consistency of at least 0.6 to be considered reliable (Mykletun et 
a/., 2001).
The lES-R is not a diagnostic tool and, as such, does not require any cut-off score that is 
universally applicable (Weiss, 2004). Instead, the mean of the subscales is calculated to 
indicate the level of distress over the previous week. However, in order to make 
comparisons with other scales, cut-off scores have been quoted in the literature. Creamer
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et a l (2003) devised a cut-off score for a clinical diagnosis, based on the recommended 
cut-off of 50 on the PTSD checklist (PCL). Against the PCL, the highest overall 
diagnostic power (0.88) was achieved with a cut-off of 1.5, an equivalent total score of 
33, on the lES-R. This provided a sensitivity of 0.91, a specificity of 0.82, positive 
predictive power of 0.90 and negative predictive power of 0.84 (Creamer, et a l, 2003).
2.6.4 General health questions
The literature discusses the physical impact of bullying and harassment (e.g. Mikklesen 
& Einarsen, 2001) therefore it was considered important to be aware of the physical 
health status of the participants and this section comprised questions about health status. 
A single item measure of health status in the form of a verbal rating scale was used: 
Verbal rating scales show evidence of good reliability (Maddox & Douglass, 1973). Their 
validity has been proven by their concordance with concurrent measures of objective 
health status (Cockerham et a l 1983) and with physicians’ ratings (Maddox & Douglass, 
1973). Single item verbal rating scales were the best predictor of mortality in older 
people after intervals of seven and nine years (Mossey & Shapiro 1982; Kaplan & 
Camacho, 1983), thus illustrating good predictive validity. An item about change in 
health was also included as the study employed a cross sectional methodology. This 
allows for an estimate of change in health over time. These health questions were taken 
from the Short Form 36 Health Survey (SF-36; Ware et a l cited in McDowell & Newell, 
1996). Unfortunately, the quantity of missing data prevented any further analysis of this 
information.
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2.6.5 Demographic information sheet
The demographic information sheet is a non-standard measure to gather a description of 
the sample.
2.7 Statistical Analyses
A sample size calculation was conducted to identify the necessary sample size for each 
statistical test. Therefore an a priori sample size calculation was carried out using G 
Power version 3 software package (Paul et al, 2007) to ascertain how many participants 
would be required to achieve the desired level of power. The statistical power is the 
ability of a test to detect an effect (Field, 2006). Cohen (1992) recommended power of .8 
(an 80% chance of detecting an effect if it truly exists). The sample size calculation in 
this study used a medium effect size because it was considered more clinically valuable 
to be able to explain a larger rather than a smaller proportion of the variance. A sample 
size calculation based on using correlation indicated that with an expected effect size of 
0.3 (medium effect), alpha at 0.05 and power at 80%, the sample size needed was 82. A 
sample size calculation based on using regression analysis indicated that with an expected 
effect size of 0.15 (medium effect), alpha at 0.05 and power at 80%, the sample size 
needed with six predictor variables was 98. Given that the sample size calculation 
indicated a necessary sample ranging from 82 to 98 participants, a minimum of 98 was 
needed to achieve power on all statistical tests to be used.
It was expected that the data would yield two distinct groups of participants; those who 
were experiencing emotional distress and those who were not. Therefore it was 
anticipated that the complete dataset would not meet the assumption of normal
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distribution required for parametric statistical tests. With this in mind, the planned non 
parametric statistical tests, unless otherwise stated, are described under each hypothesis.
2.7.1 Hypothesis 1: Nurses will experience bullying and harassment in the 
workplace.
Descriptive statistics were used to calculate frequencies.
2.7.2 Hypothesis 2: Nurses will experience bullying and harassment in the workplace 
as a traumatic event and report post-traumatic stress symptoms as a consequence.
It would be expected that, if examined separately, the variables in this subset would meet 
the assumptions for parametric statistics. Thus, descriptive statistics were used to 
calculate frequencies and a multiple regression used to examine factors that would 
contribute to post-traumatic stress symptoms following bullying and harassment at work.
2.7.3 Hypothesis 3: There will be a difference in levels o f anxiety and depression 
between participants who experience bullying and harassment in the workplace and 
those who do not.
The Mann-Whitney test, U, is a non-parametric test that explores the difference between 
two conditions when different participants have been allocated to different groups 
according to status. It is used when one variable is categorical (i.e. those who have 
experienced bullying and those who have not). The test works on the principle of ranking 
the data. The analysis is then performed on the ranked data rather than the actual data, 
thus allowing the data to be noncompliant with the assumptions of parametric statistics
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(Field, 2006). This test was used to explore the differences between:
a) Participants who subjectively reported bullying and those who did not and anxiety 
and depression.
b) Participants who met the objective bullying criteria and those who did not and 
anxiety and depression.
Spearman’s correlation coefficient, rg, is a non-parametric statistic that can be used to 
explore whether a relationship exists between two variables when the data have violated 
parametric assumptions. Again, it works by ranking the data and then applying the 
Pearson’s equation to those ranks (Field, 2006). Spearman’s correlation was used to 
explore whether a relationship existed between the types of negative behaviour (person 
orientated or task orientated negative behaviours) that constitute bullying or harassment 
and anxiety and depression. Spearman’s correlation was used to explore whether a 
relationship existed between the number of negative acts experienced and anxiety and 
depression in those who reported bullying and those who did not. It is important to note 
that a correlation does not infer direction of causality, as it cannot determine which 
variable causes the other to change; it merely highlights an association between two 
variables (Field, 2006).
2.7.4 Hypothesis 4: There will be a difference in levels o f anxiety and depression 
between those participants who witness bullying and harassment in the workplace and 
those who do not.
A  Mann-Whitney Test was used to explore differences between participants who reported 
witnessing bullying in the last six months and those who did not and anxiety and
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depression.
2.7.5 Hypothesis 5: Experience o f previous traumas, work setting, age o f victim, 
anxiety, task orientated negative behaviours and person orientated negative behaviours 
may contribute towards bullying and harassment in the workplace.
The relationship between each of the variables specified (predictor variables) and 
subjective bullying or objective bullying (outcome variables) was explored in turn. 
Mann-Whitney tests were if the predictor variable was continuous (i.e. number of 
traumas experienced, age, task orientated and person orientated negative behaviours). 
Pearson’s chi-squared test was used if the predictor variable was categorical (i.e. previous 
trauma and work setting).
Pearson’s chi-squared test, %^, is a non-parametric test that explores the relationship 
between two categorical variables. It is based on the idea of comparing the frequencies 
observed in certain categories to the frequencies expected in those categories by chance 
(Field, 2006). The chi-squared test assumes that each person contributes to only one cell 
of the contingency table and that expected frequencies should be greater than five 
otherwise statistical power is lost (Field, 2006).
Any predictor variables in which there was an association with the outcome variable were 
then entered into a logistic regression to examine possible predictors of bullying. Logistic 
regression allows the prediction of a discrete outcome, such as group membership, when 
predictors are continuous, discrete or a combination of the two (Tabachnik & Fidell, 
2007). Logistic regression has no assumptions about the distribution of predictor 
variables. Cautions about causal inference apply. To highlight the probability of
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predicting an outcome is not to say that the predictors cause the outcome (Tabachnik & 
Fidell, 2007).
2.8 Ethical considerations
Ethics is a branch of philosophy that is concerned with morality. The dilemmas of ethics 
relate to obligation, rights, duty, right and wrong, conscience, justice, choice, intention 
and responsibility (Bums & Grove, 2001). Approval to conduct this study was gained 
from the relevant NHS Ethics and Research and Development Committees, together with 
the University Research Ethics Committee. This ensured that the rights and dignity of all 
participants were protected (see Appendix F for letters of approval). The process 
involved submitting an application to each committee in accordance with their individual 
requirements (see Appendix G for the applications). The proposals contained information 
about the aims of the study, methods to be used, the potential participants and the 
protection of those participants.
Participation in this study was voluntary. If participants did not return the questionnaire, 
no follow-up contact was made. Due to the content of the study the researcher wished to 
avoid making participants feel pressured into taking part.
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CHAPTER THREE 
Results
3.1 Data Screening
All data were checked for accuracy of data entry, missing values and fit for the 
assumptions of parametric statistical tests. The z-scores for skewness and kurtosis were 
examined and compared against the values known for the normal distribution. The values 
of Zskewness Were greater than 1.96 (Field, 2006) suggesting that the data is not normally 
distributed. The data also showed significant values (p<0.001) on the Kolmogorov- 
Smirov test and therefore did not meet the assumption of normal distribution required for 
parametric statistical tests. The data were transformed and still failed to meet the 
assumption. Therefore, non parametric statistical tests were carried out on the non­
transformed data.
3.2 Description of the sample and measures
The sample consisted of 115 qualified mental health nurses, which is a 15% response 
rate. Table 3.1 and Table 3.2 summarise demographic information for the complete 
sample.
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Table 3.1 -  Summary o f demographic information
D em ographic Category F requency (N) Within 
Sam ple
P ercen tag e  Of Sam ple
G ender Female 62 53.9
Male 47 40.9
Missing data 6 5.2
Marital S ta tu s Married 68 59.1
Single, Never Married 18 15.7
Cohabiting 9 7.8
Divorced/Separated 7 6.1
In A Non Cohabiting 
Relationship
3 2.6
Widowed 1 0.9
Missing data 9 7.8
W ork Setting Inpatient 50 43.5
Community 48 41.7
Both Inpatient And 
Community
4 3.5
Management 3 2.6
Liaison Psychiatry 2 1.7
Missing data 8 7.0
Em pioym ent S ta tu s Full Time 100 87.0
Part Time 10 8.7
Missing 5 4.3
Ethnicity White British 50 43.5
African 22 19.1
Black Or Black British 14 12.2
White Irish 7 6.1
Aslan Or Aslan British 6 5.2
Caribbean 3 2.6
Chinese 2 1.7
Mauritian 2 1.7
Indian 1 0.9
Filipino 1 0.9
White Mixed 1 0.9
Malaysian 1 0.9
Missing data 5 4.3
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Table 3 .2 -  Summary o f  Age, Agenda fo r  Change (AFC) Band and years experience
Age (years) AFC Band Experience
(years)
Range 2 6 -  63 5 - 8 c 0 .2 5 -4 2
Mean 45 n/a 17.4
Std. Deviation 8.91 n/a 11.21
Median 46 6 15
Mode 50 6 5
Table 3.3 summarises the descriptive statistics for the main variables. This information 
has also been divided by gender in table 3.4.
Table 3.3 Descriptive statistics fo r  main variables
\ HADSanxietysca le HADS d ep ress io  n sca le Mean of lES-R hyperarou 
sal sca le
Mean of 
lES-R 
avoidance 
sca le
Mean of 
lES-R 
intrusion 
sca le
NAQ
Person
related
bullying
NAQ Task 
related 
bullying
ange 0-19 0-14 0-3.83 0-3.50 0-4 1-3.92 1-4.22
lean 6.31 4.16 0.74 1.05 1.24 1.43 1.73
td. Dev. 3.97 3.13 1.0 0.97 1.12 0.60 0.82
ledian 6.00 3.00 0.33 0.86 0.88 1.23 1.44
* T h ere  w ere  multiple m o d e s  th e re fo re  this inform ation w a s  not included.
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Table 3.4 Descriptive statistics o f  variables broken down by gender
HADS 
anxiety scaie
HADS
depression
scale
Mean of lES-R 
hyperarousal 
scale
Mean of lES-R 
avoidance 
scale
Mean of lES-R 
intrusion 
scale
NAQ Person 
related 
bullying
NAQ Task 
related 
bullying
Range 0-14 0-12 0-2 0-3.25 0-2.38 1-3.38 1-3.89
Mean 6.34 4.21 0.45 0.78 0.95 1.50 1.78
Std. Dev. 4.02 3.09 0.62 0.86 0.88 0.63 0.85
Median 6.00 3.00 0.17 0.38 0.63 1.31 1.44
Range 1-19 0-14 0-3.83 0-3.5 0-4 1-3.92 1-4.22
Mean 6.65 4.39 0.94 1.22 1.45 1.40 1.70
Std. Dev. 3.93 3.18 1.17 0.99 1.22 0.59 0.82
Median 6.00 4.00 0.42 1.13 1.06 1.15 1.44
* T here  w ere  multiple m o d e s  th e re fo re  this inform ation w a s  not included.
3.3 Hypothesis 1: Nurses will experience bullying and harassment in the workplace.
The classification of bullying was separated into two categories:
a) Subjective bullying and harassment, whereby participants were given a definition 
and asked to rate whether or not, according to that definition, they felt that they 
had been bullied during the last six months and
b) Objective bullying and harassment, which was measured using criteria outlined 
by Leymann (1996) which stated that a participant who had experienced one or 
more negative acts at least weekly over the previous six months had been bullied.
It was found that 72.2% (n=83) of mental health nurses who responded to the study 
reported that they had not experienced bullying or harassment over the previous six 
months, whereas 27.0% (n=31) of mental heath nurses reported that they had experienced 
bullying over the previous six months. One person chose not to answer the question.
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Examining the objective criteria, 34.8% (n=40) of participants were exposed to at least 
one negative behaviour weekly or more and therefore met the objective criteria, whereas 
65.2% (n=75) of participants did not meet the objective criteria for bullying.
Table 3.3 illustrates that seven percent of people subjectively report they have been 
bullied but do not meet the objective criteria, whereas, 14% of people have reported that 
they did not experience bullying yet objectively meet the criteria. This highlights the 
issue of ‘perception’ outlined in the definition of bullying that was used in this research 
and in many other studies. It shows that a sub-sample are tolerating a level of behaviour 
that in academic terms has been labelled as unacceptable and that another sub-sample 
perceive behaviour as unacceptable that is not currently defined as such on a objective 
level.
Table 3.3 -  Percentage o f  participants who reported being bullied versus those who meet 
objective criteria (Leymann, 1996).
Meets objective criteria for bullying and 
harassment
Subjective report 
of bullying and 
harassment
No %
(no of participants)
Yes %
(no of participants)
Total %
(no of participants)
No %
(no of participants)
58.8(67) ^ 14.0(16) 72.8 (83)
Yes %
(no of participants)
7.0(8) 20.2 (23) 27.2 (31)
Total %
(no of participants)
65.8 (75) 34.2 (39) 100 (114)*
* One participant did not answer the question asking whether they thought they had been bullied in the last 
6 months. Therefore that data has been excluded from the table as  a comparison could not be m ade 
between subjective reporting and objective criteria.
The participants were also asked whether they had experienced bullying or harassment in
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the last five years; 42.6% (n=49) reported that they had.
3,3,1 Additional findings
Further exploration of the data illustrated that the most frequently reported perpetrators 
were supervisors, line managers or senior colleagues with clients/patients being the least 
frequent perpetrators (Table 3.4). Only subjectively reported bullying is reported because 
those participants who did not perceive themselves to have been bullied were not 
required to answer the question about by whom they were bullied. This indicates that 
bullying and harassment is more likely to be an organisational issue, rather than a 
circumstantial one (i.e. dependent on any particular patient/ client who is seen/admitted at 
any one time) and as such would need to be managed and addressed in a different way.
Table 3.4 -  Types and frequency o f  perpetrator when participants have reported 
experiencing bullying.
Perpetra tor Frequency (n=44)* P ercen tage
Supervisor, line m anager 
or sen io r co lleague
19 43.2
C olleague 12 27.3
Subordinate 6 13.6
Client/patient 4 9.0
S tuden t 2 4.5
Client/patient’s  family or 
friends
1 2.3
* P artic ipan ts w ere  a s k e d  to  highlight a s  m any  a s  app lied  h e n c e  n=44, w hen  only n=31 p eo p le  
subjectively  repo rted  bullying.
Furthermore, 18.3% (n=21) of participants reported that they had been sexually
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harassment and 21.7% (25) of participants reported that they had experienced offensive 
remarks about their race or ethnicity in the previous six months.
3.4 Hypothesis 2: Nurses will experience bullying and harassment in the 
workplace as â traumatic event and report post-traumatic stress symptoms as a 
consequence.
Twelve participants reported bullying and harassment as a traumatic event and answered 
the lES-R in relation to that. Nine participants (75.0%) met the cut off on the lES-R for 
clinical levels of post-traumatic stress symptoms, of which, hyperarousal and intrusion 
symptoms were experienced with the highest levels of distress over the previous week. 
Statistical tests could not be carried out on this sub-sample, despite meeting the 
assumptions, because the sample size was too small. Therefore any test would not have 
the power to detect an effect, if one exists, thus dramatically increasing the probability of 
making a Type 11 error (not rejecting the null hypothesis when it is false).
3.4.1 Additional findings
The profile of nurses who experience bullying and harassment in the workplace and 
experience post-traumatic stress symptoms as a consequence was explored further. 
Tables 3.5 and 3.6 summarise the demographic information of this sub-sample.
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Table 3.5 -  Summary o f demographic information fo r  sub-sample who report post- 
traumatic stress symptoms as a consequence o f  bullying.
D em ographic Category Frequency (N) Within 
Sam ple
P ercen tage  Of Sample*
G ender Female 10 83.3
Male 2 16.7
Marital S tatus Married 8 66.7
Single, Never Married 1 8.3
Divorced/Separated 1 8.3
Widowed 1 8.3
Work Setting Community 7 58.3
Inpatient 3 25.0
Management 1 8.3
Employm ent S tatus Full Time 11 91.7
Part Time 1 8.3
Ethnicity Black Or Black British 4 33.3
White British 3 25.0
African 2 16.7
Asian Or Asian British 2 16.7
Mauritian 1 8.3
‘Percentage does not always total 100 due to missing data.
Table 3 .6 -  Summary o f  Age, Agenda fo r  Change (AFC) Band and years experience
Age (years) AFC Band Experience
(years)
Range 3 8 -6 2 5 -  8c 5 -4 2
Mean 49.55 n/a 18.92
Std. Deviation 6.06 n/a 12.29
Median 50.00 6 16.50
Multiple m odes existed therefore not shown.
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Of this sub-sample, 58.3% (n=7) participants were reporting currently being bullied, 
while 66.7% (n=8) met objective criteria for bullying. In addition, 91.7% (n= ll) of 
participants had witnessed bullying in the last six months. For three participants bullying 
and harassment was their only reported trauma, whereas seven participants had 
experienced two reported traumas and one participant had experienced three reported 
traumas. Eight (88.9%) of the nine participants who were experiencing clinical levels of 
post traumatic stress met clinical ‘caseness’ criteria for general anxiety (HADS) as would 
be expected if experiencing post-traumatic stress symptoms and five (55.6%) of those 
nine met clinical ‘caseness’ for depression (HADS).
By scanning the data in an informed way, qualitative descriptions of participants’ 
bullying experiences highlight themes of abuse of power by senior colleagues, 
undermining abilities and self confidence and a sense of injustice that the perpetrator was 
not sufficiently punished. This echoes themes found in the literature regarding power and 
hierarchy (cf. Freshwater, 2000). All the qualitative descriptions can be found in 
Appendix H.
3.5 Hypothesis 3: There will be a difference in levels of anxiety and depression 
between participants who experience bullying and harassment in the workplace and 
those who do not.
Mann-Whitney tests were carried out to explore the differences between:
(a) Participants who reported bullying and those who did not in levels o f anxiety.
(b) Participants who reported bullying and those who did not in levels of depression.
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(c) Participants who met objective criteria for bullying and those who did not in 
levels of anxiety.
(d) Participants who met objective criteria for bullying and those who did not in 
levels of depression.
Participants who subjectively reported bullying {Mdn = 8.00) had significantly higher 
levels of anxiety than those who did not {Mdn = 5.50), U = 685.00, p<0.05, r = -0.24. In 
contrast, participants who subjectively reported bullying {Mdn = 4.50) did not differ in 
levels of depression from those who did not report bullying {Mdn = 3.00), U = 784.00, ns, 
r = -0.15. Figure 3.1 below illustrates the extent to which participants who reported 
bullying experienced clinical levels of anxiety in comparison to those who did not. The 
cut-off score for clinical “caseness” is a score of 8 or above. The overlapping 
distributions illustrate that participants experience some levels of anxiety regardless of 
whether or not they have experienced bullying. However, participants who did not report 
bullying (n=83) experienced clinical levels of anxiety in 21.7% of cases (n=18), whereas 
those who did report bullying (n=31) experienced clinical levels of anxiety in 54.8% of 
cases (n=17).
Although not at statistically significant levels, there was also a difference in the number 
of participants who experienced clinical levels of depression in relation to bullying and 
harassment. Participants who did not report bullying (n=83) experienced clinical levels of 
depression in 7.2% of cases (n=6), whereas those who did report bullying (n=31) 
experienced clinical levels of depression in 25.8% of cases (n=8).
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Figure 3.1 -  A boxplot to show levels o f anxiety in participants who reported bullying 
and those who did not
2 0 -
55 60
15-
X 10-
5 -
0 -
no yes
Participants reported being subject to bullying in the last six months
Participants who met criteria for objective bullying {Mdn = 7.00) had significantly higher 
levels of anxiety than those who did not {Mdn -  5.00), U = 693.00, p<0.05, r = -0.31. In 
contrast, participants who met objective criteria for bullying {Mdn = 4.00) did not differ 
in levels of depression from those who did not {Mdn = 3.00), U = 851.500, ns, r = -0.18. 
Figure 3.2 below illustrates the extent to which participants who met objective criteria for
 ^ The bottom horizontal line on each plot denotes the lowest score. The top horizontal line denotes the 
highest score. The distance between the lowest horizontal line and the lowest edge o f the box denotes the 
range in which 25% o f scores fall (the bottom quartile). The distance between the highest horizontal line 
and the top edge o f the box denotes the range in which 25% o f scores fall (the top quartile). The box 
denotes the middle 50% o f scores (the interquartile range), with the line representing the median value 
(Field, 2006).
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bullying experienced clinical levels of anxiety in comparison to those who did not. The 
cut-off score for clinical “caseness” is a score of 8 or above. The overlapping 
distributions illustrate that participants experience some levels of anxiety regardless of 
whether or not they meet objective criteria. However, participants who did not meet the 
criteria (n=75) experienced clinical levels of anxiety in 21.3% of cases (n=16), whereas 
those who did meet the criteria (n=40) experienced clinical levels of anxiety in 47.5% of 
cases (n=19).
Although not at statistically significant levels there was also a difference in the number of 
participants who experienced clinical levels of depression in relation to whether or not? 
they met objective criteria for bullying and harassment. Participants who did not meet the 
criteria (n=75) experienced clinical levels of depression in 5.3% of cases (n=4), whereas 
those who did meet the criteria (n=40) experienced clinical levels of depression in 25.0% 
of cases (n= 10).
197
Volume I - Research Dossier Major Research Project -  Chapter 3
Figure 3.2 - A  boxplot to show levels o f  anxiety in participants who met objective criteria 
fo r  bullying and those who did not.
Exposed to less than one negative act Exposed to one or more negative acts
Objective bullying criteria (exposure to at least one negative act, at least
weekly)
It is worth noting that the effect sizes, r, for anxiety are larger than those for depression 
which is consistent with the pattern of the findings when comparing bullied and non 
bullied groups. The findings support the hypothesis that there is a difference in the levels 
of anxiety between those who experience bullying and harassment at work and those who 
do not. However the findings do not support the hypothesis that there is a difference in 
the levels of depression between those who experience bullying and harassment at work 
and those who do not.
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3.5.1 Additional findings
Following this, post hoc Spearman’s correlations were carried out to explore whether a 
relationship existed between types of negative behaviour and levels of depression and 
anxiety (see Table 3.7). The significant associations suggests that person orientated 
negative behaviours account for 12% of the variability in anxiety (R^=.119) and task 
orientated negative behaviours account for 20% of the variability in anxiety (R^=.198). 
Similarly, the significant associations suggest that person orientated behaviours account 
for 6% of the variability in levels of depression (R^=.057) and task orientated negative 
behaviours account for 8% of the variability in levels of depression (R^=.079). Thus, 
there are other factors that will contribute to the remaining variance in both anxiety and 
depression. This suggests that as the frequency of both person orientated and task 
orientated negative behaviours increases so too do levels of anxiety and depression. The 
effect size, Ts, and the significance levels are greater for anxiety than for depression, 
suggesting a stronger association.
Table 3.7 -  Correlations between the person orientated negative behaviours and task 
orientated negative behaviours and levels o f anxiety and depression.
C orrelations (N=76) S pearm an’s  Correlation 
Coefficient (Rs)
P erson  O rientated Anxiety .345**
Negative B ehaviours D epression .240*
Task O rientated Anxiety .446***
Negative B ehaviours
D epression .282**
* Correlation is significant at the 0.05 level (2-tailed); ** Correlation is significant at the 0.01 level (2-tailed); 
*** Correlation is significant at the 0.001 level (2-tailed)
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The association between levels of anxiety and depression and the number of negative acts 
experienced over the previous six months, by those who chose to report or not report 
bullying, was also explored. The results are displayed in Table 3.8 below, which 
illustrates that regardless of whether or not bullying was reported there is a significant 
positive association between the number of acts and levels of anxiety. The number of acts 
experienced by those participants who reported bullying accounted for 24% of the 
variability in levels of anxiety (R^=.239), whereas in those who did not report bullying, it 
only accounted for 10% of the variability in levels of anxiety (R^=.100). This association 
is also significant for levels of depression in those who reported bullying and accounted 
for 28% of the variability in levels of depression (R^=.283). Caution must be exercised in 
the interpretation of these results as frequency does not assume severity. The negative 
acts were calculated if a participant highlighted that they had experienced behaviour ‘now 
and then’ or more in the previous six months. The number of acts for each participant 
was tallied.
Table 3.8 -  Correlations between the number o f  negative acts and anxiety and 
depression.
Correlations Spearm an’s  correlation 
coefficient (rs)
Reported being bullied 
(n=31)
Number of acts Anxiety .489*
Depression .532*
Did not report being 
bullied (n=83)
Number of acts Anxiety .317*
Depression .189
Correlation is significant at the 0.01 level (2-tailed)
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3.6 Hypothesis 4: There will be a difference in levels of anxiety and depression 
between those participants who witness bullying and harassment in the workplace 
and those who do not.
Participants who had witnessed bullying or harassment in the previous six months 
(Mip7=7.00) reported significantly higher levels of anxiety than those who had not 
witnessed bullying in the previous six months {Mdn = 5.00), U = 1194.50, p< 0.05, r = - 
0.20. In addition, participants who had witnessed bullying or harassment in the previous 
six months {Mdn = 4.00) experienced significantly higher levels of depression than those 
who had not witnessed bullying in the previous six months {Mdn = 3.00), U = 1220.50, 
p<0.05, r = -0.19). Figures 3.3 and 3.4 below highlight the proportion of participants 
who are experiencing clinical levels of anxiety and depression in relation to witnessing 
bullying in the workplace in comparison to those who did not. The cut-off score for 
clinical “caseness” is a score o f  8 or above. The overlapping distributions in Figure 3.3 
illustrate that participants experience some levels o f  anxiety regardless o f  whether or not 
they have witnessed bullying. However, participants who did not witness bullying (n=53) 
experienced clinical levels o f  anxiety in 20.6% o f  cases (n= ll), whereas those who did 
witness bullying (n=59) experienced clinical levels o f  anxiety in 40.7% o f  cases (n=24).
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Figure 3.3 -  A boxplot to show levels o f  anxiety in participants who reported witnessing 
bullying and those who did not.
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In addition, the overlapping distributions in Figure 3.4 illustrate that participants 
experience some levels of depression regardless of whether or not they have witnessed 
bullying. Participants who did not witness bullying (n=53) experienced clinical levels of 
depression in 5.7% of cases (n=3), whereas those who did witness bullying (n=59) 
experienced clinical levels of depression in 18.5% of cases (n= ll).
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Figure 3.4 -  A boxplot to show levels o f depression in participants who reported 
witnessing bullying and those who did not.
«  7.5
Witnessed bullying In the last six months
These findings support the hypothesis and suggest that there is a difference between 
levels of anxiety and depression between those who witness bullying and harassment in 
the workplace and those who do not.
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3.7 Hypothesis 5: Experience of previous traumas, work setting, age of victim, 
anxiety, task orientated negative behaviours and person orientated negative 
behaviours may contribute towards bullying and harassment in the workplace.
From the literature review it was hypothesised that relationships may exist between 
subjective or objective bullying and:
• Experience of previous traumas
• Work setting
• Age of victim
• Anxiety
• Task orientated negative behaviours
• Person orientated negative behaviours
The relationship between each of these variables (predictor variables) and subjective 
bullying or objective bullying (outcome variables) was examined in turn. Mann-Whitney 
tests were used if the predictor variable was continuous. Pearson’s Chi-squared test was 
used if the predictor variable was categorical. Any variables in which an association was 
found was entered into a logistic regression to examine possible predictors of bullying.
3.7.1 Subjectively reported bullying
Previous trauma: There was no significant association between participants who had 
experienced previous trauma and those who reported bullying behaviour, %2 (1) = 2.642, 
ns. The number of previous traumas experienced did not differ between participants who
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reported bullying {Mdn =2.00) and those who had not {Mdn = 2.00), U=902.500, ns, 
r = -0.02.
Work setting: There was no significant association between the setting in which someone 
worked and whether they reported bullying % (1) = 0.795, ns.
Age: Participants who reported bullying {Mdn = 46.00) did not differ significantly in age 
from those who did not report bullying {Mdn = 46.00), U = 646.500, ns, r = -0.05.
Anxiety: A significant association between subjective bullying and anxiety was found in 
the analysis for hypothesis 3 on p i94.
Task orientated negative behaviours: Participants who reported bullying {Mdn = 2.33) 
experienced significantly more task orientated negative behaviours than those who did 
not {Mdn = 1.22), U = 271.00, p<0.01, r = -0.56.
Person orientated negative behaviours: Participants who reported bullying {Mdn = 1.88) 
experienced significantly more person orientated negative behaviours than those who did 
not {Mdn = 1.07), U = 130.00, p<0.01, r = -0.70.
Predictors o f  subjective bullying
Variables that had an association with the outcome variable (subjectively reported 
bullying) were entered into a logistic regression used a block entry method. These were:
• Anxiety
• Task orientated negative behaviours
• Person orientated negative behaviours
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The results are summarised in Table 3.5 below, which highlights that person orientated 
negative behaviour was the only significant predictor of subjective reported bullying. The 
Exp(B) is an indictor of the change in odds resulting from a unit change in the predictor. 
As the value of person orientated behaviour is greater than one, it indicates that as the 
predictor increases, the odds of the subjective bullying being reported increase. By 
calculating R^, it can be seen that the model accounts for 55% of the variance in 
subjectively reported bullying, thus nearly half of what contributes to subjective reported 
bullying is still unknown.
Table 3.5 -  Logistic regression exploring predictors o f  subjective bullying^
95% Conf. Interval for Exp(B)
Predictors Included B(SE) Lower Exp(B) U pper
Constant -9.752 (1.933) 0.000
Anxiety -0.136 (0.105) 0.711 0.873 1.071
Task orientated 
negative behaviours
0.448 (0.689) 0.406 1.564 6.035
Person orientated 
negative behaviour
6.142* (1.589) 20.639 456.152 10483.436
Note: R^= .55 (Hosmer & Lemeshow). Model x (1)=73.598, p<O.OOT
 ^ Table presented in accordance with guidelines outlined in Field (2006) which recommends that non 
significant results are also presented.
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3.7.2 Objectively measured bullying
Previous trauma: There was a significant association between whether someone had 
experienced a previous trauma and whether they met the criteria for objective bullying, 
(1) = 4.308, p<0.05. This seems to indicate that based on an odds ratio participants were
3.6 times more likely to meet objective bullying criteria without experiencing previous 
trauma than if they had experienced previous trauma. This is contrary to the hypothesis 
that suggests previous trauma will contribute to sensitivity to bullying behaviours. 
However, the number of previous traumas experienced did not differ significantly 
between those who met objective criteria for bullying {Mdn =2.00) and those who had not 
{Mdn =2.00), U=963.000, ns, r=-0.04.
Work setting: There was no significant association between the setting in which someone 
worked and whether they met objective criteria for bullying (1) = 0.109, ns.
■Age: Participants who met the objective criteria for bullying (Mdn = 43.00) differed 
significantly in age from those who did not meet the criteria (Mdn=47.50), U = 646.500, 
p<0.05, r=-0.22. The medians showed those meeting bullying criteria to be younger than 
those who did not.
Anxiety: A  significant association between objective bullying and anxiety was found in 
the analysis for hypothesis 3 on p i94.
Task orientated and person orientated negative behaviours: Associations were not 
examined between these variables and objective criteria for bullying because they draw 
on the same measure and therefore any associations would be invalid.
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Predictors o f  objective bullying
Variables that had an association with the outcome variable (objectively measured 
bullying) were entered into a logistic regression using a block entry method. These were:
• Anxiety
• Experience of previous trauma
• Age
The results are summarised in Table 3.6 below, which highlights that levels of anxiety is 
a significant predictors of objective bullying. As the Exp(B) value of anxiety is greater 
than one, it indicates that as levels of anxiety increase, the chances of meeting objective 
criteria for bullying increase. By calculating R^, it can be seen that the model only 
accounts for 12% of the variance in objectively reported bullying, thus over two thirds of 
what contributes to objective bullying is still unknown.
It is worth noting that age was only marginally not significant as a predictor (p=0.07). If 
the sample had been larger this may have been a predictive factor in explaining objective 
bullying.
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Table 3.6 - Logistic regression exploring predictors o f  objective bullying
95% Conf. Interval for Exp(B)
Predictors
Included
B(SE) Lower Exp(B) Upper
C onstan t 0.465 (1.264) 1.592
Anxiety 0.180* (0.59) 1.066 1.197 1.345
Previous
traum a
-0.670 (0.531) 0.181 0.512 1.450
Age -0.050(1.264) 0.902 0.952 1.004
N ote R^= .12 (H osm er & L em eshow ). M odel x^(1)=15.64, p<0.01
Both logistic regression models met the assumptions for multicolinearity and the 
residuals were also examined to ensure the model was a good fit to the data. The Hosmer 
and Lemeshow statistic was not significant in either case, indicating that the model does 
not differ significantly from the observed data and thus predicts real world data fairly 
well.
These findings show that the hypothesis is not upheld because person orientated negative 
behaviour was the only predictor of subjectively reported bullying and anxiety was the 
only predictor of objective bullying, leaving a large portion of the variance unexplained. 
However, it is evident that there are different predictors for different ways of measuring 
bullying.
3.9 Summary
The main findings highlight that mental health nurses experience bullying and 
harassment in the workplace and consequently experience significantly higher levels of
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anxiety than those who are not bullied and a minority experience post-traumatic stress 
symptoms. Mental health nurses are also exposed to witnessing bullying and harassment 
in the workplace and report significantly higher levels of anxiety and depression in than 
those who do not witness bullying. Person orientated negative behaviours appear to be 
the most significant predictor in reporting bullying while anxiety appears the most 
significant predictor in meeting objective bullying criteria. A significant proportion of the 
variance remains unexplained.
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CHAPTER FOUR 
Discussion
I
4.1 Overview of the Literature
There has been extensive research exploring bullying and harassment in the workplace, 
supported by a wealth of government legislation. Research has demonstrated that 
bullying and harassment in the workplace can lead to a plethora of physical and 
psychological problems which have far reaching effects into many, if not all, aspects of 
victims’ lives (Mikklesen & Einarsen, 2002). The sequelae range from anxiety, 
depression, irritation and psychosomatic complaints to PTSD and suicidal ideation (cf. 
Mikklesen & Einarsen, 2002; Sheehan, 1999) The NHS, in line with UK government 
legislation, has announced equality and diversity policies with the aim of promoting staff 
safety and well-being (http://www.nhsemplovers.org/excellence/equalitv-diversitv.cfmT 
In addition, annual staff surveys highlight that bullying and harassment remains an area 
of concern (Commission for Healthcare Audit and Inspection, 2006; 2007). Nurses are 
the largest single staff group within the NHS and within the nursing literature, bullying 
and harassment is a well documented phenomenon with historical roots. The current 
context of Trusts having to meet performance indicators in relation to government targets 
mean that staff are required to perform at optimum levels (Department of Health, 2000). 
Therefore it would be anticipated that nurses who experience bullying or harassment may 
be suffering the psychological consequences of those experiences, which could have 
wider implications for sickness levels and may further impact client care, resulting in
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indictors not being met.
This study aimed to contribute to the apparent gap in the literature exploring the 
psychological impact of bullying and harassment on psychiatric nurses, paying particular 
attention to post-traumatic stress symptoms. The findings and their clinical implications 
are discussed below.
4.2 Discussion of main findings
Findings illustrate that just over a quarter of the mental health nurses who responded to 
this survey said that they had experienced bullying and harassment in the workplace over 
the previous six months. Nearly a third of those who responded had been exposed to one 
or more negative acts in the workplace at least weekly and 60% reported to have 
witnessed bullying over the previous six months. In addition, just over 40% reported to 
have experienced bullying and just over half reported to have witnessed bullying in the 
last five years. These prevalence rates are comparable to studies exploring both nursing 
(cf. Lewis 2001; Quine, 2001) and other workplace settings (cf. Hoel & Cooper, 2000; 
Hoel e/a/., 2001).
The findings highlight that bullying among nurses is still a real issue that needs to be 
addressed. In light of concerns that bullying and harassment remain underreported 
(Lewis, 2001) it could be hypothesized that some people who had experienced bullying 
or harassment felt unable or unwilling to return the questionnaire and therefore the scale 
of the problem could well be higher than reported here.
The most common perpetrators were reported to be supervisors, line managers or senior 
colleagues. This contrasts with results from NHS surveys (Commission for Healthcare
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Audit and Inspection, 2006; 2007) which report higher figures for harassment from 
clients/patients and relatives than from colleagues. This may be a reflection of the source 
of the surveys. Participants may have felt more comfortable reporting bullying or 
harassment from colleagues in the present survey as it was made clear in the information 
sheet that the researcher was independent from their organisation.
4.2.1 Impact on organisations
Organisations with rigid hierarchical structures, such as the NHS, are more likely to have 
a culture where bullying and harassment is able to flourish (Crawford, 1997). Previous 
research has highlighted an association between rates of workplace bullying, leadership 
style and lack of support from senior staff among other factors (Quine, 2001). Nurses 
working in this sort of goal orientated, hierarchal environment in which the largest threat 
of bullying is from those in more powerful positions will be less productive than those 
working in an environment that is supportive of their professional development. This may 
be associated with a perpetuated feeling of fear, with clinical implications for quality of 
patient care because staff may be distracted coping with their own emotions and thus not 
working at optimum levels.
Emotion has been perceived as the missing factor in our understanding of organisational 
life (Fineman, 2004). It is involved in many processes and consequences of organisations, 
including subjective meaning of work, leadership, decision making, negotiation, 
motivation, ethical conduct, communication, gender and ethnicity (Fineman, 2004). 
Emotional intelligence is a concept that refers to an ability to recognize the meanings of 
one’s own and others’ emotions and their relationships, and to make choices, reason and
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problem-solve on the basis of them. (Mayer et al, 1999) It encompasses the ability to be 
sensitive to feelings underlying interpersonal communication and resist the urge to 
respond in an impulsive and thoughtless manner (Ryback, 1998). Its ethos is about 
influence without manipulation or abuse of authority (Sheehan, 1999). The concept has 
been developed as a means of measuring emotion, applying it to the workplace and 
ascribing value. The psychodynamic literature provides a mechanism to help understand 
this process. This impact could be formulated using the concepts of transference and 
countertransference (Lemma, 2003). Specifically, transference refers to the process 
whereby current emotions and parts of the self are externalised into a relationship with 
another (Lemma, 2003) whilst countertransference refers to the phenomenon accounting 
for a therapist’s emotional reactions towards their patient (Lemma, 2003). However, this 
concept could also help to understand other reciprocal relationships. Unawareness of 
these unconscious processes could lead to negative behaviours and responses being acted 
out and misunderstood in the workplace. Therefore, creating awareness of emotional 
processes within the workplace may facilitate a more open and supportive environment.
A minority of nurses in this study experienced incidents of bullying and harassment at 
work and also reported clinical levels of anxiety, depression and post-traumatic stress 
symptoms. In terms of post-traumatic stress symptoms, they seem to experience an 
elevated level of distress in relation to hyperarousal and intrusion symptoms rather than 
avoidance symptoms. It may be that, as the incidents occur in the workplace, they have 
no choice but to confront reminders in order to maintain their employment. Qualitative 
reports illustrated the sense of injustice about the lack of reprisals towards the perpetrator 
and the feeling that this was a “double blow” to the victims. Issues of power and lack o f it
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were also highlighted, in line with literature on horizontal violence within nursing 
(Freshwater, 2000).
Despite this sub-sample being too small to carry out meaningful statistics on the data, 
they still constitute 9.5% of the total sample which, if generalisable, could represent a 
significant portion of the nursing workforce. Supporting these individuals and 
maintaining adequate staffing levels could result in a massive strain on resources. It 
would be important future research to consider how to best access and engage with these 
participants in order to understand the factors contributing to this level of distress and to 
help develop strategies to reduce bullying and harassment in the workplace. Extensive 
legislation and policy making does not necessarily bring about change.
These findings have clinical implications for how organisations, and the NHS in 
particular, support their staff who experience bullying at such a traumatic level. Given the 
historical undertones in the nursing profession where seeking help is seen as a sign of 
weakness, the NHS needs to promote a culture whereby is it acceptable to admit to 
emotional and mental health difficulties without being penalised or stigmatised. A 
potential solution outlined by Sheehan (1999) highlights how organisations as a whole 
need to be aware of bullying and harassment as a problem. The perpetrators should then 
be confronted with a need to address the issues using both emotional and problem- 
solving structures rather than a punitive framework to address the problem behaviours. 
The perpetrator needs to be offered an opportunity to address their behaviour within a 
skills development approach, whilst being advised of the economic and legal risks to the 
organisation should the behaviour continue. However, Sheehan (1999) highlights that this 
approach assumes that the perpetrator possesses the cognitive ability to understand the
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nature of the problem and be prepared to address it. The skills most likely to help address 
the problem of bullying behaviours are thought to include communication, conflict 
resolution, interpersonal relations, leadership, negotiation, stress management and team 
building (McCarthy et al, 1995). In addition to these, emotional intelligence is 
considered an often overlooked skill. Research shows that emotions, when properly 
managed, can increase trust, loyalty and commitment and thus increase productivity 
(Cooper, 1997). Emotional intelligence may be learned, developed and improved 
(Sternberg, 1996). This type of ‘soft’ skill development may help managers and 
employees deal with emotions in a more appropriate manner instead of resorting to 
bullying behaviours, or be more attuned to the emotional needs of those who are victims 
of bullying and are seeking support from management systems.
4.2,2 Impact on individuals
Other findings from this study suggest that those participants who reported bullying and 
those participants who met objective criteria for bullying experienced significantly higher 
levels of anxiety than participants in both groups who neither reported nor met criteria for 
bullying. This supports the current literature that states increased anxiety is a common 
psychological sequelae of bullying and harassment at work (e.g. Einarsen et a l, 1998; 
Mikklesen & Einarsen, 2002). PTSD is classified as an anxiety disorder (APA, 1994) and 
there is undoubtedly overlap between more generic anxiety symptoms and some of the 
PTSD type symptoms and it is important to be aware of this.
The findings also suggest that there is no significant difference in levels of depression 
between those who report bullying or those who met objective criteria for bullying and
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those who do not. This is in contrast to some of the literature that states depression is a 
common consequence of bullying and harassment. The data showed that some 
participants were still reporting clinical levels of depression but not on statistically 
significantly different levels to those who did not report bullying. It may be that there is a 
greater proportion of sub-clinical levels of depression and/or low mood across 
participants, possibly related to general working atmosphere.
The significant difference between levels of anxiety and bullying may be because 
emotional arousal reaches a certain personal threshold, at which point it becomes difficult 
to manage and therefore prompts disclosure. Furthermore, people who are anxious tend to 
scan the environment for threat cues and, in turn, often overestimate the danger presented 
by these cues (Wells, 1997). Thus, people who are anxious may perceive more instances 
of bullying and harassment than those who are not. Conversely, people suffering from 
symptoms of depression may be more affected by inertia and loss of interest and are 
therefore less inclined or motivated to disclose they are subjected to bullying behaviours.
Nonetheless, when types of negative behaviours were examined there were significant 
positive correlations between both anxiety and depression and both person and task 
orientated negative behaviours. However, this relationship was strongest for anxiety and 
in particular for task related negative behaviours. Causal conclusions cannot be drawn 
based on the correlational and cross-sectional nature of these data. However, this result 
enhances the notion that victims are, or become, as a consequence of task orientated 
negative behaviours, more anxious. This may be related to anxiety about both job 
performance and security possibly due to perceived standards of practice. If they are 
receiving adverse feedback about their work performance this has potential secondary
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effects on an individual’s sense of self worth. A similar relationship exists between 
anxiety and person orientated negative behaviours, which may be associated with feelings 
of ‘fitting in’ or being an integral part of a workgroup.
Findings of this study highlight that those participants who have witnessed bullying over 
the previous six months (n=59) experienced significantly higher levels of anxiety and 
depression than those who had not witnessed bullying (n=56). This finding is similar to 
that of previous research (Hoel et al., 2001). The same research also highlighted that 
witnesses of bullying had worse physical health than those who had not witnessed 
bullying (Hoel et al, 2002). This could have important cost implications for the well 
being of the NHS workforce, given that over half of this sample reported to have 
witnessed bullying over the previous six months. These increased levels of anxiety and 
depression may be related to the impact of the bullying behaviours on the general 
working atmosphere. Alternatively, there may be a fear that if a colleague is being bullied 
then at some point the witness has the potential also to become a victim. However, it is 
worthwhile noting that although levels of anxiety and depression are significantly higher 
in those who have witnessed bullying than those who have not, not all met “clinical 
caseness” for anxiety or depression (cut off value = 8), however there was a proportion 
who did (anxiety 40.6%, n=24; depression 15.3%, n=9) highlighting a knock on effect of 
these behaviours in the workplace for the wider workforce.
Nevertheless, there are important links to be made with some of the literature 
investigating vicarious trauma. Despite most of this research focussing on the impact on 
therapists or emergency service personnel working with traumatised clients, the key 
theme is transformation of inner experience of the worker that is a result of an empathie
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engagement with another individual. This results in disruptions to beliefs that an 
individual holds about themselves, others and the world. Thus if someone is witness to a 
event, such as bullying, that challenges their beliefs in their ability to cope, their 
colleagues and their working environment, this may result in subsequent psychological 
symptoms. The wider service and economic implications of this for the NHS are 
unknown, however in order to make any significant difference clinical implications 
would undoubtedly involve systemic changes. Social work literature illustrates the 
importance of normalising the impact on staff of distressing situations, in order to create 
a supportive environment that allows staff to address the effect of their experiences at 
work on their lives (Bell et al., 2003). It is advocated that a supportive organisation is one 
that encourages holidays, creates opportunities for staff training and development and 
encourages self care activities. In addition, education and information can help provide a 
framework for understanding behaviours and responses to behaviours (Bell al., 2003). 
It is also discussed how important these commitments are, in spite of inadequate 
resources and relentless service demands (Bell et al, 2003). Many of these issues could 
also be applied to mental health nursing and the NHS to foster a culture of openness in 
which bullying behaviours can be discussed without fear of retribution on the part of the 
victim and in a constructive manner on the part of the perpetrator. Addressing these 
issues in training and having follow-up Continued Professional Development days where 
the issues are explicitly aired would prevent the topic becoming hidden. If invested in, 
strategies such as these could have beneficial financial offsets in the form of increased 
productivity and better staff retention. This approach will have its own costs to the 
organisation, for example, those involved in investigations of bullying and harassment
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may take time away from front line services. However, this would be a good investment 
as it promotes a clear signal to the staff that they well-being is of primary importance.
Both clinical and sub-clinical levels of anxiety and depression among staff resulting from 
being subject to or witnessing bullying and harassment will have an impact on 
organisational efficiency. The financial implications of potential psychological 
interventions for staff both in terms of loss of working hours and an obligation to provide 
treatment are potentially huge. Staff experiencing sub-clinical levels of anxiety or 
depression are unlikely to access support for a number of reasons including lack of 
appropriate services, stigma or a feeling that it is unnecessary. However, they are also 
unlikely to be working at optimum levels. The introduction of the Improving Access to 
Psychological Therapies initiative (CSIP Choice and Access Team, 2007) may introduce 
an alternative access point for help for this group by introducing short-term, stepped care 
interventions such as telephone consultations or guided self-help. In addition, within a 
wider system of staff support, there may be a role for clinical psychologists, to raise 
awareness of and normalise some of these emotional issues and to promote strategies to 
maintain mental well-being, possibly in the form of group consultation to staff teams.
The only significant factor that contributed towards subjective reports of bullying was 
person orientated negative behaviours (examples of which include being the subject of 
gossip or rumours, being ignored or excluded, being subject to excessive teasing or 
sarcasm). These types of behaviours may be more likely to challenge one’s assumptions 
about oneself and the world, particularly if there is a lack of third party support or 
intervention. They may also be more likely to engender feelings of self-doubt and shame, 
which may be natural consequences of the bullying process (cf. Hoel et al, 2004) and are
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known to maintain psychological distress, such as PTSD (Foa & Meadows, 1997).
Previous trauma was a non significant predictor. Those who had experienced a previous 
trauma reported less negative acts at work than those who had not experienced a trauma. 
This is contrary to expectation when considering the literature on coping thresholds 
(Lazarus & Folkman, 1984). It would have been supposed that those who experienced 
previous trauma would be closer to, or have already reached, the limits of their ability to 
cope, hence it might be expected that they are more sensitive to negative behaviours. 
However, it could be hypothesized that experience of previous trauma puts negative 
behaviours at work into perspective and therefore those behaviours are less likely to be 
interpreted as bullying or harassment. Alternatively, the increased vigilance to threat may 
be focussed on a different area, more related to the original trauma, therefore less 
attention may be give to negative behaviours at work.
Age was also found to be a non-significant predictor. This contradicts previous literature 
which suggests that people who are older are more likely to report bullying behaviour as 
they are less likely to tolerate negative behaviours at work (Einarsen & Skogstad, 1996). 
Contrary to previous studies, the trend suggested that younger workers were more likely 
to report bullying. In the literature it has been hypothesised that older workers may be 
more vulnerable and have a lower tolerance for such interactions. Einarsen & Skogstad 
(1996) speculate that as employees grow older they may expect to be treated with more 
dignity and respect hence their threshold for tolerating unacceptable behaviour from 
colleagues is lower. However, changes in societal norms over the years and increased 
awareness of legislation may mean that younger employees are more aware of their rights 
and more prepared to voice concerns and discuss emotional material than older
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colleagues.
Anxiety was the most significant contributor towards meeting objective bullying criteria. 
What we do not know from the study is how anxieties shape day to day behaviour in 
relation to bullying and what is or are the final critical incident(s) that results in self 
awareness of these issues, although it is possible that the point at which bullying shifts to 
person orientated negative behaviours is the influential point at which people report it. 
There is no apparent clinical interpretation as to why levels of anxiety act as a predictor 
for objectively bullying, although, this only has a very low level of predictability and, 
clearly, there are other factors, not been addressed here, that explain the remaining 
variance. This would need to be investigated further.
4.3 Critical evaluation
This study has limitations associated with a cross-sectional design. The survey was 
conducted at one time point therefore it is not possible to ascertain negative behaviours or 
the course of psychological distress and whether people are successful in managing this 
over time. In addition, the survey asked participants about events that had happened in 
the past. This may have implications for the retrospective nature of the data and problems 
associated with memory of the participants. However, in other bullying research there 
have been high correlations between subjective and objective measures (Cowie et al.  ^
2002) and, given the sensitivity of the material, it is likely that participants would have 
good recall of the events (Cowie et al, 2002) suggesting that this is not a major concern. 
A strength of the study was that it used questionnaires with multiple item scales thus 
enhancing the reliability and validity of the constructs being measured.
2 2 2
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A questionnaire design was chosen with the aim of promoting anonymity and complete 
confidentiality. It was thought that, due to the sensitive and highly political nature of the 
topic, this would encourage participation. However, as with any research design in this 
area, to admit to being a victim of workplace bullying or harassment may be perceived as 
admitting to a weakness and inadequate coping, possibly threatening self esteem for most 
people (O'Moore & Hillery, 1989). The questionnaire design included a measure of post- 
traumatic stress symptoms. However, if someone has experienced a trauma and is 
suffering from a high proportion of post-traumatic stress symptoms, they may be 
reluctant to spend time thinking about that event and therefore be less likely to complete 
a questionnaire or volunteer for an interview.
One participant felt that the questionnaire measure used failed to highlight bullying and 
harassment in relation to disability or sexuality. This participant made the sensitive point 
that “increasing scrutiny in one area of discrimination can leave blind spots to other areas 
of discrimination”. Although this may have been included in the item “having insulting or 
offensive remarks made about your person, your attitudes or your private life” it could 
have been addressed more explicitly and any future research should consider this.
Considering the complexities of the bullying and harassment literature and research it is 
important to realise that different organisational antecedents will affect varying groups of 
staff, organisations, industries and cultures in different ways. Therefore, care must be 
taken when generalising research findings in this area. A number of organisations were 
approached in the design of this study, including nurse’s trade unions and training 
courses; all declined to participate. Many previous studies with higher response rates 
have approached participants through trade unions or victim support groups. Had this
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study taken a similar approach participation may have been higher because these 
organisations are removed from the setting in which bullying or harassment may have 
occurred. Alternatively, had lead nurses within departments actively supported the study 
participation may also have been enhanced. The time constraints in the present study did 
not allow identification of a lead nurse in each department.
4.4 Further research
As outlined in Chapter 1, studies investigating the psychological impact of bullying and 
harassment in the workplace have often used heterogeneous or commercial professions as 
their sample and studies within mental health nursing have predominantly been 
epidemiological and have failed to address the psychological impact. Therefore this study 
attempted to address bullying within a specific professional group. However, it could be 
extended to explore differences and similarities in this topic between different areas of 
nursing, both in terms of speciality and in seniority.
A second phase (which was beyond the scope of this study) could explore the lived 
experience o f both victims and perpetrators to investigate antecedents, the process and 
the consequences for the bullying behaviour and subsequent distress, which would 
enhance the complexity and richness of the current data.
The economic cost of prevention to the NHS will undoubtedly be cheaper than the cost of 
staff burnout, sickness and turnover. Given that the problem has been highlighted, future 
research should focus on how bullying develops within teams and what strategies could 
be adopted to stop the marginalisation of individuals and the escalation of bullying 
behaviour. Organisational context may also be explored and the implementation,
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effectiveness and enforcement of procedures and policies that are in place to address 
bullying or related behaviours could be evaluated.
Each professional discipline within mental health has developed within different 
contexts. It would be interesting to explore parallels in bullying behaviours and effects 
between and across these groups to establish the extent that research can be generalised. 
For example, it may be expected that professions such as clinical psychology will have a 
well developed emotional intelligence, so to what extent will this alter manifestations of 
bullying behaviour?
4.5 Conclusion
The aim of this study was to investigate the relationship between bullying and harassment 
in the workplace and psychological distress, in particular post-traumatic stress symptoms, 
among qualified mental health nurses. The study used a quantitative methodology to gain 
access to the participants’ experiences o f negative behaviours at work.
The findings revealed that in spite of recent initiatives, bullying remains a problem within 
the nursing profession. In this sample, a third of those who were bullied experienced 
post-traumatic stress symptoms. Despite only being a small proportion of the overall 
sample, it is important to investigate this group further to establish how best to tackle the 
issue. The findings also highlighted that participants experience higher levels of anxiety 
as a result of experiencing or witnessing bullying and harassment at work. There is also 
an association between anxiety and depression and the types of negative behaviours 
experienced at work. Experience of person orientated negative behaviours contributes to 
subjective reports of bullying, whereas anxiety contributes to meeting objective criteria
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for bullying.
The findings of this study can be used to inform researchers interested in bullying, 
clinicians and management of the nature of distress caused by bullying and harassment 
within mental health nursing. It can prompt further investigation into areas still 
unresearched, such as the factors contributing to post-traumatic stress symptoms as a 
direct result of bullying or harassment. It can also raise awareness of this issue and 
facilitate strategies for managing bullying and harassment within teams whilst reducing 
the stigma associated with admitting that one has been a victim.
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SUPPORTING GOVERNMENT LEGISLATION.
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T he NHS s ix  s t r a n d s  o f  e q u a lity
This information has been taken from the foiiowing website: 
httD'V/www.nhsemDiovers. ora/exceiience/exceiience-2639. cfm
Downioaded 02.06.08
This is a  sum m ary  of the legislation covering the  six s tran d s  of equality within the 
NHS. T h e se  a re  ag e , disability, gender, sexual orientation, race  and  ethnicity, 
and  religion or belief.
1. A ge
Em ploym ent Equality (Age) Regulations 2006
From 1 O ctober 2006, the  Em ploym ent Equality (Age) R egulations m ad e  it 
unlawful to discrim inate again st w orkers, em ployees, job  se e k e rs  and  tra in ees  
b e c a u se  of their ag e . The R egulations cover recruitm ent, term s and  conditions, 
prom otions, transfers, term inations and  training.
2. D isability  
Disability Equaiity D uty 2006  
Disability Discrim ination A ct (DDA) 2005  
Disability Discrim ination A ct (DDA) 1995
The Disability Discrimination Act (DDA) m akes it unlawful to discrim inate aga in st 
d isabled  people, or people w ho have had a  disability, in a  num ber of a re a s  
including, em ploym ent, a c c e s s  to goods and  serv ices, education  and  transport.
In April 2005 the  Act w as am en d ed  and  the  definition of disability ex ten d ed  to 
include, HIV, multiple sc lerosis and cancer. T here w as also  a  c h an g e  in the  
classification for m ental illness, which no longer n e e d s  to be 'clinically well 
recognised ' to be  c la ssed  a s  an  impairment.
T he new  legislation introduced in 2006 places:
• a  duty on public bodies to actively prom ote disability equality; and
• a specific duty to publish a  Disability Equality S ch em e  (DES). T he sc h e m e  
should s e t out how an organisation intends to m eet the  genera l duty and  
be review ed every th ree  years.
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3. G e n d e r
The Equality A c t 2006 (Gender Equality Duty)
Gender Recognition A ct 2004 
Sex Discrim ination A ct 1975
Discrimination on the  basis  of g en d er h as  been  prohibited by th e  S ex  
Discrimination Act 1975 in relation to em ploym ent and  the  provision of goods, 
facilities and serv ices. However, under the G ender Equality Duty, public bodies 
are  required to actively prom ote g en d e r equality through their key functions.
The duty requires public authorities to have due  regard  to the  need  to:
• elim inate unlawful discrimination with regard  to obligations under the  S ex  
Discrimination Act 1975 and  the Equal P ay  Act 1970, and  to take  s te p s  to 
en su re  com pliance with th e se  Acts; and
• prom ote equality of opportunity betw een  m en and  w om en, and  take  active 
s te p s  to prom ote g en d er equality w hen carrying out functions and  
activities.
The specific duties include:
• publishing G ender Equality S ch em es, including equal pay policies, in 
consultation with em ployees and stakeholders;
• monitoring p rog ress and  publishing p rog ress reports every  th ree  years; 
and
• conducting and  publishing g en d er im pact a s s e s sm e n ts  on m ajor new  
legislation and policy.
The G ender Recognition Act 2004 gives tran sg en d e red  or transexua l peop le full 
legal recognition of ch an g e  of gender. It en ab le s  them  to live fully and  
perm anently  in their ch osen  g en d er and  to apply for legal recognition of tha t 
gender.
4. S e x u a l o r ie n ta tio n
Equality in Em ploym ent Regulations (Sexual Orientation)
T h ese  R egulations m ade it unlawful to discrim inate on the  grounds of sexuality, 
directly or indirectly; or to h a ra ss  or victimise som ebody  b e c a u se  they  have 
m ade a  com plaint or intend to, or if they give or intend to give ev idence  to a 
com plaint of discrimination. This applies to all a sp e c ts  of em ploym ent 
(recruitm ent, te rm s and  conditions, prom otions, transfers, term inations and  
training) and  vocational training.
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5. R ace  a n d  e th n ic ity
Race Relations (Amendment) A ct 2000
U nder the  genera l duty of the R ace  R elations (A m endm ent) Act 2000, em ployers 
are  required to prom ote race  equality with due  regard to the  need  to:
• elim inate unlawful discrimination;
• prom ote equality of opportunity; and
• prom ote good relations betw een  people of different racial groups.
T here is a lso  a  specific duty to publish a  R ace  Equality S ch em e  (RES), this 
should s e t out how a  public body intends to m eet the genera l duty and  it m ust be 
reviewed every th ree  years . O ther specific duties include:
• a s se s s in g  and  consulting on the  likely im pact of p roposed  policies relating 
to th e  promotion of race  equality;
• monitoring policies for any ad v erse  im pact relating to the  prom otion of 
race  equality;
• publishing the  resu lts  of any a s se s sm e n ts , consultations and  monitoring;
• ensuring  public a c c e s s  to information and  se rv ices provided; and
• training staff on the R ace  Equality Duty.
6. R elig ion  o r  b e lie f
Equality in Em ploym ent Regulations (Religion or Belief) 2003
T h ese  R egulations m ade it unlawful to discrim inate on the  g rounds of religion or 
belief, directly or indirectly; or to h a ra ss  or victimise som ebody  b e c a u se  they 
have m ade a  com plaint or intend to, or if they give or intend to give ev idence  to a 
com plaint of discrimination. This applies to all a sp e c ts  of em ploym ent 
(recruitm ent, te rm s and  conditions, prom otions, transfers, term inations and  
training) and vocational training.
In relation to serv ices. Part 2 of the  Equality Act 2006 m akes it unlawful for a  
public body involved in providing goods, facilities or se rv ices to discrim inate on 
the  g rounds of religion or belief through:
• refusing to provide a  person  with goods, facilities or serv ices if they would 
normally do so  to the public, or to a  section of the  public to which the  
person  belongs; and
• providing goods, facilities or se rv ices of an inferior quality to th o se  that 
would normally by provided, or in a  le ss  favourable m anner or on le ss  
favourable te rm s than would normally be th e  ca se .
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Appendix B: PTSD CRITERIA FROM THE DIAGNOSTIC AND STATISTICAL 
MANUAL OF MENTAL DISORDERS (APA, 1994).
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Diagnostic criteria for 309.81 Posttraumatic
Stress Disorder
A. The person has been exDOseiilo.aJia.uma[ic_eYent in which both of the 
following were present;
(1) the person experienced, witnessed, or was confronted with an 
event or events that involved actual or threatened death or serious 
injury, or a threat to the physical integrity of self or others
(2) the person’s response involved intense fear, helplessness, or horror. 
Note; In children, this may be expressed instead by disoiganEed 
or agitated behavior •
B. The traumatic event is persistently reexperienced in onejjor_more) of 
the following ways;
(1) recurrent and intrusive distresaing_r£CPllfi.ctians of the event, .in­
cluding images, thoughts, or perceptions. Note: In young chil­
dren, repetitive play may occur in which themes or aspects of the 
trauma are expressed.
recurrent distressing dreams of the event. Note: In children, there(2)
(3)
may be frightening dreams without recognizable content. 
acting or feeling as if the traumatic event were recurring (includes 
a sense of reliving the ’experiencei lÜüsiohV'Ti'ailucînatioris, and 
dissociative flashback episodes, including those that occur on 
. awakening or when intoxicated). Note.- In young children, 
trauma-specific reenactment may occur.
(4) intense psychological distr.es&..at exposure.iaJnternal or external 
cues that symbolize or resemble an aspect of the traumatic event
(5) ^physiological reactivitÿ'on'ë^xôsüre to internal or external cues
that symbolize or resemble an aspect of the traumatic event
c. Persistent avoidance of stimuli associated with the trauma and numbing 
•’“a ^ p ^ ^ ^ ^ ^ ^ M iv ë n ë s s  (not presentbefore the trauma), as indicated 
by jhreg (or more) of the following:
(1) 'efforts to avoid thoughts, feelings, or conversations associated with
the trauma
(2) efforts to avoid activities, places, or people that arouse recollections 
of the trauma
inability tgj£cail-arr-itiipQaant_aspea  of the trauma 
'markedly diminished interest or participation in significant activities 
feehng of detachment 6r~g?cr5ügêînënt~ïf5înl)thers
(3)
(4)
(5)
(6)
(7)
restricted range of affect (e.g., unable to have loving feelings) 
sense o F i  fc^ s h o r te n ed fktrgrg, (e.g., does not expect to have a 
career, marriage, children, or a normal life span)
D. Persistent symptoms of increased^arausal (not present before the 
trauma), as ihdiSted b ^ w o jîo r  more) of the following;
(1) difficulty failing or staving asleep
(2) ijritability or outbursts of anger"'
(3) ''diffkulty concenriating
(4) hypervigüance
(5) e'ïSggeratèd startle resoonse
E. Duration of the disturbafice (symptoms in Criteria B, C, and D) is mpre 
than 1 .mogtfa.
F. The disturbance causes clinically significant distress or impairment in 
social, occupational, or other important areas of functioning.
S pec ify if:
Acute: if duration of symptoms is less than 3 months 
Chronic; if duration of symptoms is 3 months or more \
Specify if:
With Delayed Onset: if onset of symptoms is at least 6 months after the 
stressor
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SHEET
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f  UNIVERSITY OF
SURREY
Faculty of
Arts and Human Sciences
Psychology 
AD Building
G uiidford, Surrey GU2 7XH UK
T: +44 (0)1483 300800 
F :+44 (0)1483 689553
w w w .surrey.ac.uk
January 2008 
Dear Colleague
I am writing to you because you are a nurse currently working in clinical practice. I am 
interested in understanding nurse practitioners views and experiences of harassment and 
bullying in the workplace.
I believe this is an interesting and worthwhile topic that is much under researched and I 
would value your contribution in developing an understanding of the process surrounding 
harassment and bullying at work and the psychological impact it has on people affected.
I have enclosed an information sheet about my research study and a questionnaire pack. I 
appreciate your time in reading the information sheet and hope that you will participate in 
the study by completing and returning the questionnaire. You will see from the 
information in the pack drat the study had been approved by the local Ethics and 
Research and Development committees. The Senior Nurse in your organisation has 
approved the process of me contacting you and your colleagues for this research.
Participation is completely voluntary and all data is anonymous and will be kept strictly 
confidential. I hope that the results fiom this study will contribute to cultural change witii 
the NHS surrounding issues o f harassment and bullying.
Thank you for your time.
Kind Regards
Dr Felicity Hughes 
Trainee Clinical Psychologist
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f  UNIVERSriYpF
Participant number................ Â' SURREY
Faculty of
Arts and  Human Sciences
Psychology 
AD eu ild ing
G uildford, Surrey GU2 7XH UK
T: +44 (0)1483 300800 
F: +44 (0)1483 689553
vwvw.surrey.ac.uk
Information Sheet
The effect of harassment and bullying at work
You are being invited to take part in a research study as part o f my clinical 
psychology training which leads to a PsychD Clinical Psychology. Before you decide 
whether to take part, it is important for you to understand why the research is being 
done and what it will involve. Please take time to read the following information 
carefully and discuss it will others if  you wish. Please ask if  there is anything that is 
not clear or if  you would like more information. Take time to decide whether or not 
you wish to take part. I am an independent researcher and should you choose to take 
part your responses will be kept completely confidential.
Thank you for reading this.
Introduction
This study is investigating the impact that bullying and harassment at work can have 
on a person’s well being and mental health. You may or may not have been affected 
by this in your place o f work, however, even if  you have not experienced bullying or 
harassment at work, your participation is still valuable for this study.
The group findings from this research will be fed back to the trust to help inform how 
situations arising from bullying and harassment are dealt with within the work place, 
in order to improve staff support and well being.
What will I have to do?
I would be grateful is you could fill out the enclosed questionnaires about your 
experiences at work and return them to me in the freepost envelope provided. There 
are no right or wrong answers. The questioimaires should take approximately 17 
minutes to complete.
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Do I have to take part?
'
Participation is completely voluntary. If you return the questionnaires I will assume 
that you have given your consent for me to use the information you have provided.
W ill my taking part in the study be kept confidential?
All information that is collected about you during the course of the research will be 
strictly confidential and anonymous; therefore I will have no information to identify 
you. Participation in this study will have no effect on your employment or rights in 
any way. You are free to withdraw at anytime without giving a reason. If you have 
already sent the questionnaires back, please contact me quoting the number at the top 
o f the forms and I can remove your information from the study.
Who has reviewed the study?
This research project has been reviewed by the Local Research Ethics Committee and 
The University o f Surrey Ethics committee. It has also been peer reviewed.
Contact for further information
If you require further information on the above research project, or have any questions 
please do not hesitate to contact me.
Dr Felicity Hughes
Trainee Clinical Psychologist
Surrey and Borders Partnership NHS
Trust
Clinical Psychology Department 
University o f  Surrey 
Guildford 
GU2 7XH
Professor Ian Robbins
Consultant Clinical Psychologist and
Head o f Service
Traumatic Stress Service
Clare House
St. Georges Hospital
BlackshawRoad
Tooting, SW17 OQT
Email: P.M.Huahes(®.surrev,ac.uk 
Tel: 01483 682 902
Ian.Robbins0swlsts-tr.nhs.uk 
Tel: 020 872 50355
Independent Advice cm  be sought from:
Dr Sue Thorpe 
Senior Research Tutor 
Clinical Psychology Department 
University o f Surrey 
Guildford 
GU2 7XH
Email: S.ThorpefiS.surrev.ac.uk 
Tel: 01483 682 916
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Final version /A usust 2007 Participant no;
Introduction
This questionnaire is divided into 5 parts. Each part asks questions about a different aspect 
of your life. The questionnaire is doubled sided. P lease try to answer all the questions.
PART 1 - This section  is abou t how you have been feeling recently
Read each item and circle the reply which comes closest to how you have been feeling in 
the  p as t week. Do not take too long over your replies; your immediate reaction to each 
response will probably be more accurate than a long thought out response.
1 .1 feel tense or ‘wound up’: 
a. M ost of the  tim e b. A lot of the 
time
2 . 1 still enjoy the things I used to enjoy:
a. Definitely a s  m uch b. Not quite a s
m uch
c. From tim e to  d. Not a t all 
time, occasionally
c. Only a little d. Hardly a t all
3 . 1 get a sort of frightened feeling as if something awful is about to happen:
a. Very definitely and b. Yes, but not 
quite badly too badly
c. A little, but it d. Not a t all 
do es  not worry m e
4 . 1 can laugh and see  the funny side of things:
a. As m uch a s  I 
always could
b. Not quite as  
m uch now
c. definitely not a s  d. Not a t all 
m uch now
5. Worrying thoughts go through my mind:
a. A great deal of th e  b. A lot of the 
tim e time
c. From tim e to 
tim e but not often
6 . 1 feel cheerful:
a. Definitely b. Usually c. Not often
7 . 1 can sit at ease  and feel relaxed:
a. Definitely b. Usually c. Not often
8 . 1 feel as  if I am slowed down:
a. Nearly all the  tim e b. Very often c. Som etim es
9 . 1 get sort of frightened feeling like ‘butterflies' in the stomach:
a. Not a t all b. O ccasionally c. Quite often
d. Only 
occasionally
d. Not a t all
d. Not a t all
d. Not a t all
d. Very often
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1 0 .1 have lost interest in my appearance:
a. Definitely b. I do no t take c. I may not take d. I take ju s t as  
a s  m uch care a s  quite a s  m uch care  m uch care 
I should
11.1 feel restless as if I have to be on the move:
a. Very m uch indeed b. Quite a lot c. Not very m uch
1 2 .1 look forward with enjoyment to things:
a. As m uch a s  I ever b. Rather less  
did th a t I used  to
c. Definitely less  
than I u sed  to
c. Not very often
1 3 .1 get sudden feelings of panic: 
a. Very often indeed b. Quite often
1 4 .1 can enjoy a good book or radio or TV programme:
a. Often b. Som etim es c. Not often
d. Not a t all
d. Hardly a t all
d. Not a t all
d. Very seldom .
PART 2 - This section  is abou t negative behaviour and conflict a t work
The following behaviours are often seen as examples of negative behaviour in the 
workplace. Please circle the answer that best corresponds with your experience over the 
last six  m o n th s:
Over the  last six  m on ths , how often have you been subjected to the following negative 
acts at work?
1. Someone withholding information which affects your 
performance
Never Now
and
then
Monthly Weekly Daily
2. Unwanted sexual attention Never Now
and
then
Monthly Weekly Daily
3. Being humiliated or ridiculed in connection with your 
work
Never Now
and
then
Monthly Weekly Daily
4. Being ordered to do work below your level of 
competence
Never Now
and
then
Monthly Weekly Daily
5. Having key areas of responsibility removed or replaced 
with more trivial or unpleasant tasks
Never Now
and
then
Monthly Weekly Daily
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6. Spreading of gossip and rumours about you Never Now
and
then
Monthly Weekly Daily
7. Being ignored, excluded or being ‘sent to Coventry’ Never Now
and
then
Monthly Weekly Dally
8. Having insulting or offensive remarks made about your 
person (i.e. habits and background), your attitudes or 
your private life
Never Now
and
then
Monthly Weekly Daily
9. Being shouted at or being the target of spontaneous 
anger (or rage)
Never Now
and
then
Monthly Weekly Daily
10. Intimidating behaviour such as finger-pointing, invasion 
of personal space, shoving, blocking/barring the way
Never Now
and
then
Monthly Weekly Daily
11. Hints or signals from others that you should quit your job Never Now
and
then
Monthly Weekly Daily
12. Threats of violence or physical abuse Never Now
and
then
Monthly Weekly Daily
13. Repeated reminders of your errors or mistakes Never Now
and
then
Monthly Weekly Daily
14. Being ignored or facing a hostile reaction when you 
approach
Never Now
and
then
Monthly Weekly Daily
15. Persistent criticism of your work and effort Never Now
and
then
Monthly Weekly Daily
16. Having your opinions and views ignored Never Now
and
then
Monthly Weekly Daily
17. Insulting m essages, telephone calls or e-mails Never Now
and
then
Monthly Weekly Daily
18. Practical jokes carried out by people you don’t get on 
with
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19. Systematically being required to carry out tasks which 
clearly fall outside your job descriptions, e.g. private 
errands
Never Now
and
then
Monthly Weekly Daily
20. Being given tasks with unreasonable or impossible 
targets or deadlines
Never Now
and
then
Monthly W eekly Daily
21. Having allegations made against you Never Now
and
then
Monthly Weekly Daily
22. Excessive monitoring of your work Never Now
and
then
Monthly Weekly Daily
23. Offensive remarks or behaviour with reference to your 
race or ethnicity
Never Now
and
then
Monthly W eekly Daily
24. Pressure not to claim something which by right you are 
entitled to (e.g. sick leave, holiday entitlement, travel 
expenses)
Never Now
and
then
Monthly W eekly Daily
25. Being the subject of excessive teasing and sarcasm Never Now
and
then
Monthly Weekly Daily
26. Threats of making your life difficult, e.g. over-time, night 
work, unpopular tasks
Never Now
and
then
Monthly Weekly Daily
27. Attempts to find fault with your work Never Now
and
then
Monthly W eekly Daily
28. Being exposed to an unmanageable workload Never Now
and
then
Monthly W eekly Daily
29. Being moved or transferred against your will Never Now
and
then
Monthly W eekly Daily
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We define bullying as: a situation where one or several individuals persistently over a period 
of time perceive themselves to be on the receiving end of negative actions from one or 
several persons, in a situation where the target o f buiiying has difficulty in defending him or 
herself against these actions. We wiii not refer to a one-off incident as buiiying.
Using the above definition, please state whether you have been bullied at work over the last
six months?
a) No (Continue to question 37) □ b) Yes, very rarely □
c) Yes, now and then □ d) Yes, several tim es per m onth □
e) Yes, several tim es per week □ f) Yes, a lm ost daily □
When did the bullying start?
Within the  last 6 m onths □ Between 6 and 12 m onths ago □
Between 1 and 2 years ago  □ More than  two years ago □
How many persons bullied you? 
Number of men: 
Number of w om en ....
Who bullied you? (You may tick more than one category) 
S uperv isor o r iine-m anager/s, sen io r m anager/s 
C olleagues/s 
Subordinate/s 
S tuden t/s
Client/s or patient/s
Client/s or patient/s fam ilies or friends
How many were bullied?
Only you □
You and several o ther work co lleagues □ 
Everyone in your w orkgroup □
35)
36)
37)
38)
39)
Did you report the bullying?
How did you feel it was dealt with? 
Badly □ Satisfactorily □
Yes □ No □
Well □
Have you observed or witnessed bullying taking place at your workplace over the last 
6 months?
No, never □ Yes, but rarely □ Yes, now and  then □ Yes, often □
Have you ever been bullied at work over the last 5 years?
Yes 0 No 0
Have you ever witnessed bullying at work over the last 5 years?
Yes □ No 0
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PART 3 -  This section  is abou t even ts you may have experienced in your life your
reactions to  them
Many people have lived through or witnessed a very stressful and traumatic event at some 
point in their lives. Below is a list of traumatic events. P lease tick the box next to ALL of the 
events that have happened to you OR that you have witnessed
□ serious accident, fire or explosion (for example, an industrial, farm, car, plane or 
boating accident)
□ Natural disaster (for example, tornado, hurricane, flood or major earthquake)
□ Non sexual assault by a family member or someone you know (for example being 
mugged, physically attacked, shot, stabbed or held at gunpoint)
□ Non sexual assault by a stranger (for example being mugged, physically attacked, 
shot, stabbed or held at gunpoint)
□ Sexual assault by a family member or som eone you know (for example, rape or 
attempted rape)
□ Sexual assault by a stranger (for example, rape or attempted rape)
□ Military combat or war zone
□ Sexual contact when you were younger than 18 with som eone who was 5 or more
years older than you (for example contact with genitals, breasts)
□ Imprisonment (for example, prison inmate, prisoner of war, hostage)
□ Torture
□ Life threatening illness
□ Any other event you feel was traumatic (this may include workplace harassm ent or
bullying)
Please specifv _________ ^ ^ _______________________________________
IF YOU MARKED M I  OF THE ITEMS ABOVE CONTINUE, IF NOT PLEASE GO TO
PART4 ON PAGE 10
If you marked more than one event above p lease  underline the event that bo thers  you the  
m ost. The following questions will be about that event.
1. How long ago did this event occur? 
During this event (please circle):
2. W ere you physically injured?
3. W as som eone else physically injured?
4. Did you think your life was in danger?
5. Did you think someone else’s life was in danger?
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6. Did you feel helpless?
7. Did you feel terrified?
Please briefly describe the event below
YES NO 
YES NO
The following is a list of difficulties people sometimes have after stressful life events. P lease read each 
item, and then indicate how distressing each difficulty has been for you during th e  p as t 7 davs with 
respect to the event. How much were you distressed or bothered by these difficulties?
1 Any reminder brought back feelings about it. Not at 
all
A little 
bit
M oderately Quite 
a bit
Extremely
2 1 had trouble staying asleep. Not at 
all
A little 
bit
M oderately Quite 
a bit
Extremely
3 Other things kept making me think about it. Not at 
all
A little 
bit
M oderately Quite 
a bit
Extremely
4 1 felt irritable and angry. Not at 
all
A little 
bit
M oderately Quite 
a bit
Extremely
5 1 avoided letting myself get upset when 1 
thought about it or was reminded of it.
Not at 
all
A little 
bit
M oderately Quite 
a bit
Extremely
6 1 thought about it when 1 didn’t mean to. Not at 
all
A little 
bit
M oderately Quite 
a bit
Extremely
7 1 felt as if it hadn’t happened or wasn’t real. Not at 
all
A little 
bit
M oderately Quite 
a bit
Extremely
8 1 stayed away from reminders about it. Not at 
all
A little 
bit
M oderately Quite 
a bit
Extrem ely
9 Pictures about it popped into my mind. Not at 
all
A little 
bit
M oderately Quite 
a bit
Extremely
10 1 was jumpy and easily startled. Not at 
all
A little 
bit
M oderately Quite 
a bit
Extrem ely
11 1 tried not to think about it. Not at 
all
A little 
bit
M oderately Quite 
a bit
Extrem ely
12 1 was aware that 1 still had a lot of feelings 
about it, but 1 didn’t deal with them.
Not at 
all
A little 
bit
M oderately Quite 
a bit
Extrem ely
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13 My feelings about it were kind of numb. Not a t 
all
A little 
bit
M oderately Quite 
a bit
Extremely
14 1 found myself acting or feeling like 1 was 
back at that time.
Not at 
all
A little 
bit
M oderately Quite 
a bit
Extremely
15 1 had trouble falling asleep. Not a t 
all
A little 
bit
M oderately Quite 
a bit
Extremely
16 1 had waves of strong feelings about it. Not a t 
all
A little 
bit
M oderately Quite 
a bit
Extremely
17 1 tried to remove it from my memory. Not a t 
all
A little 
bit
M oderately Quite 
a bit
Extremely
18 1 had trouble concentrating. Not at 
all
A little 
bit
M oderately Quite 
a bit
Extremely
19 Reminders of it caused me to have physical 
reactions, such as sweating, trouble 
breathing, nausea, or a pounding heart.
Not a t 
all
A little 
bit
M oderately Quite 
a bit
Extremely
20 1 had dream s about it. Not a t 
all
A little 
bit
M oderately Quite 
a bit
Extremely
21 1 felt watchful and on guard. Not at 
all
A little 
bit
M oderately Quite 
a bit
Extremely
22 1 tried not to talk about it. Not a t 
all
A little 
bit
M oderately Quite 
a bit
Extremely
Please answer the Questions aaain indicatina how distressina each difficuitv has been for vou during th e  
o as t m onth with resoect to the event. How much were vou distressed or bothered bv these difficulties?
1 Any reminder brought back feelings about it. not at 
all
A little 
bit
M oderately Quite 
a bit
Extremely
2 1 had trouble staying asleep. not a t 
all
A little 
bit
M oderately Quite 
a bit
Extremely
3 Other things kept making me think about it. not at 
all
A little 
bit
M oderately Quite 
a bit
Extremely
4 1 felt irritable and angry. not a t 
all
A little 
bit
M oderately Quite 
a bit
Extremely
5 1 avoided letting myself get upset when 1 
thought about it or was reminded of it.
not a t 
all
A little 
bit
M oderately Quite 
a bit
Extremely
6 1 thought about it when 1 didn’t mean to. not at 
all
A little 
bit
M oderately Quite 
a bit
Extremely
7 1 felt as if it hadn’t happened or w asn’t real. not a t 
all
A little 
bit
M oderately Quite 
a bit
Extremely
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8 1 stayed away from reminders about it. not a t 
all
A little 
bit
M oderately Quite 
a bit
Extremely
9 Pictures about it popped into my mind. not a t 
all
A little 
bit
M oderately Quite 
a bit
Extremely
10 1 was jumpy and easily startled. not a t 
all
A little 
bit
M oderately Quite 
a bit
Extremely
11 1 tried not to think about it. not a t 
all
A little 
bit
M oderately Quite 
a bit
Extremely
12 1 was aware that 1 still had a lot of feelings 
about it, but 1 didn’t deal with them.
no t a t 
all
A little 
bit
M oderately Quite 
a bit
Extremely
13 My feelings about it were kind of numb. no t at 
all
A little 
bit
M oderately Quite 
a bit
Extremely
14 1 found myself acting or feeling like 1 was 
back at that time.
not at 
all
A little 
bit
M oderately Quite 
a bit
Extremely
15 1 had trouble falling asleep. not at 
all
A little 
bit
M oderately Quite 
a bit
Extremely
16 1 had waves of strong feelings about it. not at 
all
A little 
bit
M oderately Quite 
a bit
Extremely
17 1 tried to remove it from my memory. not a t 
all
A little 
bit
M oderately Quite 
a bit
Extremely
18 1 had trouble concentrating. not at 
all
A little 
bit
M oderately Quite 
a bit
Extremely
19 Reminders of it caused me to have physical 
reactions, such as sweating, trouble 
breathing, nausea, or a pounding heart.
not at 
all
A little 
bit
M oderately Quite 
a bit
Extremely
20 1 had dream s about it. not at 
all
A little 
bit
M oderately Quite 
a bit
Extremely
21 1 felt watchful and on guard. not at 
all
A little 
bit
M oderately Quite 
a bit
Extremely
22 1 tried not to talk about it. not at 
all
A little 
bit
M oderately Quite 
a bit
Extremely
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PART 4 -  This section  a sk s  abou t your general health
1. In general would you say your health is (please circle):
Excellent Very good Good Fair Poor
2. Compared to one year ago, how would you rate your health in general now (please 
circle)?
Much better Som ew hat better A bout the  sam e  Much w orse
3. Thinking back over the last two years, how many sick days have you taken:
a. in the last 6 months?
1 or 2 days L ess than  1 w eek 1 - 2  w eeks 3 - 4  w eeks More than  4 w eeks
b. the previous 6 -1 2  months?
1 or 2 days L ess than  1 w eek 1 - 2  w eeks 3 - 4  w eeks More than  4 w eeks
c. the previous 12 months -  2 years?
1 or 2 days L ess than 1 w eek 1 - 2  w eeks 3 - 4  w eeks More than  4 w eeks
PART 5 -  This section  a sk s  for so m e inform ation abou t you 
P lease  tick the box that corresponds best with your description.
1. What is your age?
2. What is your gender?
3. What is your marital status?
vears
□ Male
□ Female
□ Married □ Widowed
□ Divorced/separated □ Single, never married
□ In a relationship (non- □ Cohabiting
cohabiting)
4. What is your current employment 
status? (please tick all relevant)
5. How many years experience do you 
have?
6. What is your grade/band?
□  Full-time
□  Part-time
□  Agency
□ Permanent
7. What is your highest level of 
education?
□ Diploma
□ First degree
□ Postgraduate degree
□ Other, please specify
262
Volume I -  Research Dossier Major Research Project - Appendices
8. What is your current area of work?
9. In what setting do you work?
10. In what country did you complete 
your training?
□ Physical Health
□ Mental Health
□ Inpatient
□ Community
□ Other (please specify)
11. Please indicate the ethnic 
group to which you feel you 
belong:
12. Is English your main or 
secondary language?
13. Please state your main 
language if it is not English:
White British 
White Irish 
Other, please specify
Mixed
Mixed White and Black 
Caribbean White and Black 
African
White and Asian 
Other, please specify
□ Chinese or Other Ethnic Group
□ Chinese
□ Other Ethnic Group, please 
specify
□ Main
□ Black or Black British
□ Caribbean
□ African
□ Other, please specify
□ Asian or Asian British
□ Indian
□ Pakistani
□ Bangladeshi
□ Other, please specify
□ Secondary
THANK YOU FOR TAKING THE TIME TO COMPLETE THIS QUESTIONNAIRE. PLEASE 
RETURN IT IN THE FREEPOST ENVELOPE PROVIDED.
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Appendix E: LIST OF TASK ORIENTATED NEGATIVE BEHAVIOURS AND 
PERSON ORIENTATED NEGATIVE BEHAVIOURS
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N eg ativ e  A c ts  Q u e s tio n n a ire  
Task Orientated Negative Behaviour Items
S om eo n e  withholding information which affects your perform ance
Being ordered  to do work below your level of co m petence
Having key a re a s  of responsibility rem oved or replaced with m ore 
trivial or u np leasan t ta sk s
P ersis ten t criticism of your work and effort
Having your opinions and view s ignored
Being given ta sk s  with un reaso n ab le  or im possible ta rg e ts  or dead lines 
E xcessive monitoring of your work
P ressu re  not to claim som ething which by right you are  entitled to (e.g. 
sick leave, holiday entitlem ent, travel ex p en ses)
Being ex p o sed  to an  u n m anageab le  workload
Person Orientated Negative Behaviour Item s
Being humiliated or ridiculed in connection with your work
Spreading  of gossip  and  rum ours about you
Being ignored, excluded or being ‘se n t to C oventry’
Having insulting or offensive rem arks m ade  abou t your person  (i.e. 
habits and  background), your attitudes or your private life
Being shou ted  at or being the ta rge t of sp o n tan eo u s  an g er (or rage)
Intimidating behaviour such  a s  finger-pointing, invasion of personal 
sp ace , shoving, blocking/barring th e  w ay
Hints or signals from o thers that you should quit your job
R ep ea ted  rem inders of your errors or m istakes
Being ignored or facing a hostile reaction w hen you approach
Practical jokes carried ou t by people you don ’t ge t on with
Having allegations m ade aga in st you
Being th e  sub ject of excessiv e  teasing  and sa rcasm
T hrea ts  of violence or physical a b u se  or actual a b u se
265
Volume I -  Research Dossier Major Research Project - Appendices
Appendix F: LETTERS OF ETHICAL APPROVAL AND RESEARCH AND
DEVELOPMENT APPROVAL.
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Dr Felicity H ugh es  
P sych ology  D ep t 
PAHS
3''' D ecem b er  2007
^  U N IV E R S IT Y  O F
&  SURREY
Ethics Committee
D ear Felicity
T h e  r e la t io n s h ip  b e t w e e n  p o s ttr a u m a tic  str ess  sy m p to m s  a n d  h a r a ssm e n t a n d  
b u lly in g  a t  w o rk  a m o n g  n u rses  
EC /2007/105/FA H S
On b e h a lf o f  th e  Ethics C om m ittee , I am  p lea sed  t o  confirm  a fa v o u ra b le  e th ica l 
o p in io n  fo r  th e  a b o v e  research  o n  th e  basis descr ib ed  in th e  su b m itted  p ro to co l and  
su p p o rtin g  d o c u m en ta tio n .
D ate o f  con firm ation  o f  e th ica l op in ion : 3 D ecem b er  2007
T he list o f  d o cu m en ts  r ev iew ed  an d  ap p roved  by th e  C o m m ittee  un der its Fast Track 
p roced u re  is as fo llow s:-
D o c u m e n t  . ' * , • ' D a te
Sum m ary o f  th e  project 3 D ec 07
D eta iled  p ro toco l 3 D ec 07
Inform ation  s h e e t 3 D ec 07
Q u estion n a ire/In terv iew  sch ed u le 3 D ec 07
Standard le tter 3 D ec 07
P rotocol Subm ission  Proform a: Insurance 3 D ec 07
Letter o f  n o tifica tio n  o f  NHS approval 3 D ec 07
This o p in io n  is g iv e n  o n  th e  u n d erstan d in g  th a t you  w ill com p ly  w ith  th e  U niversity's 
Ethical G uidelines fo r  T each ing  an d  Research.
T he C o m m ittee  sh ou ld  b e  n o tified  o f  any  a m en d m e n ts  t o  th e  p ro toco l, any  ad verse  
reaction s su ffered  by research  participants, an d  if th e  stu d y  is te rm in a ted  earlier  th a n  
e x p e c ted  w ith  reasons.
Y ou  are ask ed  t o  n o te  th a t  a fu rth er  subm ission  t o  th e  Ethics C o m m ittee  w ill b e  
req u ired  in th e  e v e n t  th a t  th e  study  is n o t  co m p le te d  w ith in  fiv e  years o f  th e  a b o v e  
d a te .
P lease inform  m e w h e n  th e  research has b e e n  co m p le ted .
Y ours sincerely
A im ee  Cox (Miss)
Secretary, U niversity Ethics C om m ittee  
Registry
cc: Professor T D esom b re, Chairm an, Ethics C om m ittee
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National Research Ethics Service
Wandsworth Research Ethics Committee
S t G eorge’s  Hospital 
South London REC Office (1 ) Room 1.14  
1st Floor, Jenner Wing 
St G eorges University of London 
Cranmer Terrace 
Tooting. London 
S W 170R E
Telephone: 01223 597685  
Facsimile: 01223 597645
31 O ctober 2 0 0 7
Dr Felicity M R H ugh es  
Trainee Clinical P sychologist 
University o f Surrey 
PsychD  Clinical P sychology  
University o f Surrey  
Guildford 
GU2 7XH
Dear Dr H ughes
Full title of study: Atr investigation into the relationship between bullying at
work and post traumatic stress disorder symptomology 
among nurses.
REC reference number: 07/H0803/156
Thank you for your letter o f 09  O ctober 2007 , responding to the C om m ittee’s  req uest for 
further information on the a b ove  research  and submitting revised docum entation.
T he further information w as considered  at the m eeting of the Sub-C om m ittee o f the REC  
held on 26  O ctober 2007 . A list o f the m em bers w ho w ere p resent at the m eeting is 
attached.
Confirmation of ethical opinion
On behalf of the Com m ittee, I am  p leased  to confirm a favourable ethical opinion for the 
ab ove  research  on the basis  described  in the application form, protocol and supporting 
docum entation.
Ethical review of research sites
The C om m ittee h a s  design ated  this study a s  exem pt from site-specific  a s s e s s m e n t  (SSA .
T here is no requirem ent for [other] Local R esearch  Ethics C om m ittees to  be informed or for 
site-specific  a s s e s s m e n t  to be carried out at each  site.
Conditions of approvai
The favourable opinion is given provided that you com ply with the conditions s e t  out in the 
attached docum ent. You are advised  to study the conditions carefully.
Approved documents
The final list o f docum en ts review ed and approved by the C om m ittee is a s  follows:
This R esearch Ethics Committee is an advisory comm ittee to London Strategic Health Authority 
The National R esearch Ethics Service (NRES) represent the NRES Directorate within the National Patient Safety A gency and 
• Research Ethics Com m ittees in England
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07 /H 0 803 /156
Document Version D ate ,
Application 5.4 21 August 2007
Investigator C V
Protocol
Covering Letter 01 October 2007
Letter from Sponsor 03 July 2007
Questionnaire August 2007
Participant Information Sheet Final 01 August 2007
Response to Request for Further Information 09 October 2007
Statem ent of Indemnity /Arrangements ■
Curriculum Vitae August 2006
R&D approval
Ali researchers and research  collaborators w ho will b e  participating in the research  at NHS 
s ite s  should apply for R&D approval from the relevant care organisation, if they h ave  not yet 
don e so . R&D approval is required, w hether or not the study is exem p t from SSA . You  
should ad vise  researchers and local collaborators accordingly.
G uidance on applying for R&D approval is available from 
http://www.rdforum.nhs.uk/rdform.htm.
Statement of compliance
T he C om m ittee is constituted in accordan ce with the G overnance A rrangem ents for 
R esearch  Ethics C om m ittees (July 2001) and com plies fully with the Standard Operating 
Procedures for R esearch  Ethics C om m ittees in the UK.
After ethical review
Now that you have com pleted th e application p rocess p lea se  visit the National R esearch  
Ethics W ebsite > After R eview
Here you will find links to the following
a) Providing feedback . You are invited to g ive your view  of the service  that you have  
received  from the National R esearch  Ethics Service on the application procedure. If 
you w ish to m ake your v iew s known p lea se  u se  the feedback  form available on the  
w ebsite
h ttp s ://w w w .n a tio n a lre s .o rq .u k /A p p F o rm /M o d u le s /F e e d b a c k /E th ic a lR e v ie w .a s p x .
b) P rogress Reports. P le a se  refer to the attached Standard conditions o f approval by 
R esearch  Ethics Com m ittees.
c ) Safety  Reports. P lea se  refer to the attached Standard conditions of approval by 
R esearch  Ethics Com m ittees.
d) A m endm ents. P lea se  refer to the attached Standard conditions o f approval by 
R esearch  Ethics Com m ittees.
e )  End of Study/Project. P lea se  refer to the attached Standard conditions o f approval 
by R esearch  Ethics Com m ittees.
W e would a lso  like to inform you that w e  consult regularly with stakeholders to improve our 
service . If you would like to join our R eference Group p le a se  email 
referencearoup@ nationalres.orq .uk.
An advisory com m ittee  t o  South W est London Strategic H ealth A uthority
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07/H0803/156 M l  f « ^ @3
I 07/H0803/156__________________ Please quote this number on all correspondence
With the Com m ittee’s  b e st w ish es  for the s u c c e s s  of this project 
Yours sincerely
OP . Dr Christine Heron
' ' c W
Email: recw and @ stgeorges.nhs.u k
Enclosures: List of names and professions of members who were present at the
meeting
Standard approval conditions
C opy to: Ms Mary John
A Withers, R&D Office at St George's, University of London (SGUL)
An advisory com m ittee  to  South W est London Strategic H ealth A uthority
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Terms and conditions o f  Approval
South West London and St.George's h^ IsM
M ental Health NHS Trust
Felicity H u gh es
Clinical P sy ch o lo g y  D epartm ent
University o f Surrey
Guildford
Surrey
G Ü 2 7XH
13 D ecem b er  2 0 0 7
R e s e a r c h  a n d  D e v e lo p m e n t
Director: Professor Mohammed Abou-Saleh
HUNTER W IN G  
CRANMER TERRACE  
LONDON SW 17 ORE
R&D Co-ordinator: Ms Enitan Eboda 
Email: eeboda@sgui.ac.uk
Direct Line: 
Fax:
020 8725 3463/5718 
020 8725 3538
D ear Felicity,
R e se a r c h  T itle: A n  I n v e stig a tio n  Into th e  r e la tio n s h ip  b e tw e e n  b u lly in g  a t  w o rk
a n d  p o s t-tra u m a tic  s t r e s s  d is o r d e r  s y m p to m o io g y  a m o n g  
n u r s e s .
P ro jec t ID: P F 3 5 9
Following various d isc u ss io n s  your project h a s  now  b e e n  approved. This letter en su r es  
that you and th e resea rch ers  holding a Trust/NH S contract are indem nified by th e  Trust 
under DoH MSG (96) 4 8  (o n ly  fo r  n o n -c o m m e r c ia l r e s e a r c h ) .  U nder your contract of 
em ploym en t you  are required to adh ere to the R esea rch  G overn an ce  Fram ework and  
Trust research  monitoring proced ures.
In addition to ensuring that th e dignity, sa fe ty  and w ell-bein g  o f  participants are g iven  
priority at all tim es by th e research  team , you n eed  to en su re  th e  following;
•  P a tien t c o n ta c t:  O nly trained or su p erv ised  research ers  holding a  Trust/NH S contract 
(honorary or full) are allow ed  to m ak e contact with patients.
•  in fo rm ed  c o n s e n t :  is obtained by th e lead  or trained resea rch er  according to the
requirem ents o f th e  e th ics  com m ittee. T he original s ig n ed  c o n s en t form should  b e  kept 
on file. Informed c o n sen t will b e  m onitored by th e  Trust at intervals and you will b e  
required to provide relevant information.
•  D ata P ro te c tio n : All data involving patient data will rem ain an on ym ised , w here  
p ossib le , and held on  protected  s y s te m s  s o  a s  not to com p rom ise  th e Data Protection  
Act.
•  A d v e r se  e v e n t s  rep o rtin g : A d verse  e v en ts  or su sp e c te d  m iscon d u ct m ust be
reported to the R & D departm ent, in conjunction with th e E thics com m ittee.
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Terms and conditions o f  Approval
•  A n n u a l r ev iew : An annual review  form will b e  s e n t  to  you, w hich you  will be required 
to  com p lete  and return to th e R & D D epartm ent.
•  C lo s u r e  Form : O n com pletion  o f your project a  c lo su re  form will b e  sen t to you  
(according to th e en d  d a te  sp ecified  on  th e  R & D  d a ta b a se ), w hich n e e d s  to b e  
returned to th e  R & D Departm ent.
•  P u b lic a t io n s :  A ny publications will n e ed  to b e  reported to th e  R & D Departm ent. This 
is vital in ensuring th e  quality and output o f th e research  for your project and th e Trust 
a s  a w hole .
The R & D  D epartm ent n e e d s  to b e  informed o f any  c h a n g e s  to th e protocol su ch  a s  
patient recruitment, funding, e tc . If any major c h a n g e s  are m a d e  to th e protocol then  this 
would n eed  to g o  to th e  R & D Com m ittee.
If you h a v e  an y  q u er ies  regarding th e  a b o v e  points p le a s e  co n ta c t Enitan E boda, R&D 
Co-ordinator on  0 2 0  8 7 2 5  3 4 6 3  (St. G eorge's), e-mail: e eb o d a @ sq u l.a c .u k .
Yours sincerely .
P rofessor  M oham m ed A b ou -S a leh  
C hairm an
R e se a r c h  & D e v e lo p m e n t  C o m m ittee .
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Appendix G: QUALITATIVE DESCRIPTIONS FROM PARTICIPANTS
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Participant
no.
Quaiitative Com m ent
688 Misuse of power by those in charge (medical). Intimidation. Bullying and 
colleagues devaluing, scapegoating. Covert critical attacks
672 Bullying by immediate manager (2004/2005). Manager appeared nice in the 
beginning, then micro management started. He did not respect my job 
description, he wanted me to carry controlled drugs/medication on my person, 
which is illegal, dismissing me when I stated that his management skills were 
wrong, telling me that as a manager he had to manage my time. I was not 
allowed to attend ‘training’ regarding my job. I was bullied by a m anager for one 
year before I took action. I felt nobody would believe me. During the bullying I 
was unable to sleep, to eat, to enjoy little things I took for granted. All aspects of 
my life were affected. My health (I am a diabetic -  my diabetes went out of 
control with the stress) my family life and my personal life. When I took action 
and reported him, there was an investigation -  I asked to move to a different 
place, so I do not have to deal with him (I really liked the job I was doing), the 
other members of staff blanked me. After the investigation, there were evidence 
of bullying I asked to be transferred, a list of reasonable actions were made so 
that he does not bully anyone else, nothing happened to him though. In January 
2008 another nurse working with him asked me permission to give my name that 
I was bullied by him. She started when I left the office and he bullied her. She is 
taking action now. The moral of the story is the bully was never punished and he 
did not stop. He never will..._____________________________________ ___________
478 5 years ago, the sector manager was “hell bent” on moving me to another 
department against the vigorous protestations of my m anager of my team, 
colleagues and patients. I took a personal grievance on harassm ent and bullying 
and am pleased to say I won my case and ironically he won a promotion.________
544 I was dragged out of the office in the chair on which was sitting. I was verbally 
abused, threatened, name calling, humiliation in front of other workers and 
patients. I was suffering from back problems at the time and was exempt from 
doing certain duties._______________________________________________________
481 I was placed in a room and threatened by a senior colleague on at least three 
occasions.
434 Constant criticism, threats of action being taken against me or losing my job. 
Would blame me when things went wrong even though it would have been her 
direct responsibility and a consequence of her own actions. The cause was that 
the line m anager was in a post beyond her ability and competence._____________
301 Harassment by a manager. Tribalism from charge nurses. My m anager did not 
believe that I was sick. He said I was lying. He listened to gossip from two 
colleagues who had a dislike for me on the grounds of tribalism. It was terrible. 
(Participant described their ethnicity as African)_______________________________
297 I was attacked by a patient who suffers no mental health illness but is diagnosed 
with personality disorder and is emotionally unstable, subjecting staff to constant, 
frequent attacks, causing the majority of the team to go on “industrial injuries". 
Little support was received from management -  except trying to create a 
situation of “shift blame” on staff, accusing them for the cause of the attacks. The 
worse for me was being taken to disciplinary hearing after fudging irrelevant 
documents in support of false allegations.____________________________________
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